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urinary tract opaque to the X-ray was 

made by Tuffier (1) in 1897. He suggested 
the simultaneous combination of an opaque 
ureteral catheter and radiography. Schmidt 
and Kolischer (2), in 1901, independently sug- 
gested the same method and published radiograms 
which showed the course of the ureter and the 
situation of the renal pelvis by means of a fused 
wire inserted into the ureteral catheter with 
simultaneous radiography. They developed the 
possibilities of this method and demonstrated its 
value in various conditions. In 1gor Léwen- 
hardt (3) described somewhat similar methods as 
did also von Illyés (4) the following year. In 
1905 Fenwick (5) suggested for the same purpose 
the use of a ureteral catheter with its walls im- 
pregnated with oxide of iron. These methods 
were the forerunners of the use of liquid solutions 
opaque to the X-ray for the purpose of rendering 
the outline of the ureter and renal pelvis visible 
in the radiogram, a method which has been called 
pyelography or, to be more exact, pyelo-ureter- 
ography. 

The development of the history of pyelog- 
raphy may be considered from the following 
standpoints: (1) technique; (2) diagnostic data; 
and (3) accidents arising from its use. 

Technique. Probably inspired by his ability 
to outline the alimentary tract with bismuth, 
Klose (6), in 1904, suggested the injection of an 
emulsion of bismuth into the pelvis and the 
ureter with simultaneous radiography. This 
method failed, however, because the resulting 


the first attempt to render the 


shadow was uncertain, and it was found difficult 
to remove the particles of bismuth which adhered 
following the injection. It remained for Voelcker 
and von Lichtenberg (7), in 1906, to demonstrate 
successfully the complete outline of the ureter 
and renal pelvis in the radiogram. They were 
the first to suggest the use of colloidal silver 
(collargol) for this purpose. In attempting to 
outline the bladder in the radiogram, it was dis- 
covered in one of their plates that the solution 
had entered the ureter and renal pelvis also, 
causing them to be outlined in the radiogram. 
Encouraged by this discovery, they injected a 
2 per cent solution, and later a 5 per cent solu- 
tion, through the ureteral catheter into the pelvis 
of the kidney and were able to report the results 
of a successful series of pyelograms. The value of 
this method was slow to be recognized and, con- 
sequently, received but little attention until 
three or four years later. Within the last three 
or four years, however, the method has received 
widespread recognition, and is at present exten- 
sively employed. 

Various other forms of colloidal silver have been 
suggested by some observers. Argyrol in solu- 
tions of 40 or 50 per cent was advanced by Keyes 
(8) in 1909; silver oxide or cargentos, by Uhle 
and Pfahler (9) in 1910; nargol and electrargol, 
by others. Various solutions other than col- 
loidal silver have been advocated. In 1913 
Déderlein and Krénig (10) suggested the use of 
xeroform (15 to 20 per cent in olive oil). At- 
tempts were made to render the outline of the 
pelvis and ureter visible by injecting gas instead 
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of liquid solutions. Burkhardt and Polano (11), 
in 1907, first suggested injecting oxygen into 
the pelvis for this purpose. In 1911 von Lich- 
tenberg and Dietlen (12) reported a series of 
pyelograms made with the use of oxygen and 
recommended its substitution for colloidal silver. 
However, the use of the gaseous medium did not 
receive widespread recognition since the re- 
sulting outline was frequently uncertain and hard 
to differentiate from that of gas in the bowel. 
The use of an emulsion of silver iodide was sug- 
gested first by Uhle and Pfahler (9). Recently 
Kelly and Lewis (13), 1913, have also recom- 
mended it and demonstrated a series of pyelo- 
grams in which it was used to advantage. They 
claim that it cast as good a shadow as colloidal 
silver without causing any of the ill results which 
have been reported to follow the latter. 

The various solutions had usually been injected 
into the renal pelvis by means of a hand syringe. 
Since the degree of pressure by this method was 
uncertain, and since it was impossible always 
to determine when the capacity of the pelvis had 
been reached, an effort was made to discover a 
safer method of injection. For the purpose of 
overdistending the renal pelvis, a gravity method 
apparatus was first suggested by Baker (14) in 
1910. The same year this method was first ap- 
plied to pyelography by Uhle (9) and his co- 
workers. They placed the solution in a tube 
. which was held at a short distance above the 
level of the patient and allowed the fluid to 
distend the pelvis and ureter by gravity. Oeh- 
lecker (15), in 1911, also advised injecting the 
solution by the gravity method rather than by the 
syringe. In the same year a similar method was 
suggested by Stanton (16) and Bruce (17). In 
1913 Thomas (18) described a simple apparatus for 
the bilateral injection by the gravity method. As 
recommended by experienced observers the grav- 
ity method is now almost universally employed. 

The importance of a careful preparation of 
the injected solution was emphasized by the 
writer in 1913 (19). He recommended that the 
colloidal silver crystals be pulverized, dissolved 
in lukewarm water, and then carefully filtered; 
otherwise in the 10 per cent solution large particles 
of silver might be deposited in the pelvis and 
possibly cause irritation. He further recom- 
mended that there be no delay in making the 
radiogram after the kidneys have been catheter- 
ized and that the injection and radiogram should 
be made simultaneously. Kidd (20), in 1914, 
also urged that the renal pelvis should be sub- 
jected to pressure by the solution injected but a 
short time — preferably less than a minute. 
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The position of the patient while the pyelogram 
is being made is usually dorsal. In 1912 Fowler 
(21) recommended that a subsequent pyelogram 
be made in the erect position in order to observe 
the degree of renal excursion. Schramm (22), 
in 1913, recommended the moderate Trendelen- 
burg position in order to distend and outline 
the ureter more completely. 

The size of the plate varies with the purpose 
for which it is made and with the size of the field 
required. In 1911 Oehlecker (15) recommended 
a 40 x 50 cm. plate so that the entire urinary tract 
might be outlined. He emphasized the value of 
comparing the outlines in both renal pelves and 
ureters. Objections to this method may be 
raised on the ground of possible injury to both 
kidneys because of incorrect technique. 

The opinions of different authors vary as to 
the degree of pain that should be caused by injec- 
tion of the solution. The majority of them say 
that mild pain should be the signal for stopping 
the injection. In 1913 Childs and Spitzer (23) 
claimed that severe pain should be the signal for 
ceasing injection. The writer, however, has 
stated, in 1913, that pain is unnecessary and 
should be avoided. 

The greater the concentration of the solution, 
the clearer will be the outline following its in- 
jection, but it is a common experience that the 
more concentrated solutions are irritating. A 
ro per cent solution is now most commonly em- 
ployed, though it is maintained by some that a 
5 per cent solution will usually suffice to outline 
with completeness and safety. In 1908-1909 
Albarran and Ertzbischoff (24) recommended a 
7 per cent solution, as did also Nogier and Rey- 
nard (25) in 1911. 

The possibility of outlining the dilated ureters 
after filling the bladder with colloidal silver was 
first suggested by von Lichtenberg (26) in 1909. 
In ro1r Clark (27) also described this method, 
advising the Trendelenburg position so that the 
fluid would more readily enter the ureters. In 
1913 the writer (19) recommended the method in 
selected cases, but called attention to the fact 
that its use was necessarily limited. 

Diagnostic data. Attention was first called to 
the value of pyelography as an aid to diagnosis 
by Voelcker and von Lichtenberg (7) in 1906. 
They emphasized its value in the diagnosis of 
hydronephrosis and also suggested that it might 
prove to be of use in the diagnosis of renal tumor 
and anomaly, although they did not then refer to 
any actual demonstration of such data. Albarran 
and Ertzbischoff (24) were probably the first to 
follow the suggestions of Voelcker and von 
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Lichtenberg, and, in 1908, published a summary 
of their experiences. Although they suggested 
the various possibilities of the method, their 
results were incomplete and unsatisfactory. It 
remained for other observers to note the full 
value of the method and to develop its possibilities 
in the diagnosis of numerous conditions in which 
its use has been demonstrated. Diagnostic 
data derived from pyelography may be found in 
articles by the writer from 1909 to the present 
time, 1914 (28). In papers read in 1909 (29) 
and 1910 (30), he called attention to its value in 
the diagnosis of the following conditions: (z) 
normal pelvis; (2) hydronephrosis; (3) pyelitis; 
(4) pyonephrosis; (5) renal tuberculosis; (6) 
renal tumor; (7) renal and ureteral anomaly; (8) 
mono- and polycystic kidney; (9) identification 
of renal shadows; (10) localization of renal shad- 
ows; (11) identification of ureteral obstruction; 
and (12) as an aid to ascertain renal function. 
This summary may be said to include practically 
all possible conditions in which the method has 
been found to be of value. 

The early writings of Voelcker and von Lich- 
tenberg demonstrate the possibility of diagnosing 
the existence of hydronephrosis when other 
methods fail. Von Lichtenberg again described 


several types of hydronephrotic dilatation, and, 
in 1909 (26), referred to the diagnosis of movable 


kidney and ureteral kinks. In 1909 Keyes (8) 
described in detail the changes which take place 
in the calyces as the result of mechanical ob- 
struction. He coined the term “plug-hat pelvis” 
to describe the appearance of the hydronephrotic 
pelvis. In a paper read in 1909 (29) the writer 
also described various types of hydronephrosis, 
with illustrations, and, in 1911 (31), he called 
attention to the value of the method in the diag- 
nosis of early hydronephrosis. In 1911 Key 
(32) reported several cases of hydronephrosis 
with excellent illustrations. In 1912 Fowler (21) 
emphasized its value in the diagnosis of small 
dilatation of the pelvis. In 1913 Cabot (33) 
further emphasized this point and stated that it 
is frequently the only method whereby early 
hydronephrosis can be diagnosed. He also 
claimed the relation of the ureter to the pelvis to 
be of diagnostic importance in early hydro- 
nephrosis. In 1911 Oehlecker (15) referred to 
the value of pyelography in the diagnosis of 
dilatation in hydronephrosis and pyonephrosis. 
He described several pyelograms showing the 
dilatation of the renal pelvis and ureter which 
frequently accompanies pregnancy. In 1911 and 
again in 1913 Walker (34), in a paper devoted to 
the diagnosis of hydronephrosis, described further 


details of the method. In 1913 Voelcker (35) gave 
a detailed description of the gradual process of 
pelvic dilatation, and differentiated between the 
mechanical and inflammatory types of dilatation. 
Probably the most recent paper on the subject 
is one by the writer (36) in which the details and 
possible variations of the outlines in the different 
stages of hydronephrosis are described. The 
value of the method in the diagnosis of hydro- 
nephrosis has been recognized by numerous other 
observers, among whom may be mentioned Nogier 
and Reynard (25), Bruce (17), Necker (37), 
Jaches and Furniss (38), Keene (39), and Legueu, 
Papin, and Maingot (40). In 1912 Fowler (21) 
called attention to the method of making a 
pyelogram with the patient first in the dorsal and 
then in the erect position. In this manner the 
full degree of excursion of both kidneys, when 
movable, as well as the consequent course of the 
ureters, can be more accurately ascertained. 

The writer was probably the first to describe the 
various changes in the outline of the pelvis and 
ureter as the result of inflammation (29, 30). In 
a recent article he further described details of the 
various changes found in the different stages of in- 
flammatory destruction (41). In 1911 Key (32) 
published several excellent plates showing dilata- 
tion as the result of infection. Ina paper written 
in 1912 dealing with the value of pyelography in 
the diagnosis of various conditions, Paschkis and 
Necker (42) state that the dilatation seen with 
inflammation is due to ureteral obstruction. In 
1913 Voelcker (35) described in detail the stages 
of inflammatory change in the pelvic outline. 
In 1913 Keene (39) also described the form of 
dilatation seen in both the renal pelvis and 
ureter as a result of inflammation. In tro11 
Clark (27) described the method of outlining the 
ureter dilated as the result of inflammation by 
means of injecting colloidal silver solution into 
the bladder with the patient in the Trendelen- 
burg position and by simultaneous radiography. 

In 1910 the writer (30) called attention to the 
value of pyelography in the diagnosis of renal 
tuberculosis in certain doubtful cases. In 1o1r 
Oehlecker (15) stated that the method was 
occasionally of value in the diagnosis of renal 
tuberculosis. Von Lichtenberg and Dietlen (12) 
substantiated these reports in 1911, and de- 
scribed the various possible deformities seen 
even in advanced tuberculosis. In the same 
year Nogier and Reynard (25) described a case of 
renal tuberculosis diagnosed by means of pye- 
lography. In 1911 Key (32) also described the 
possible value of pyelography in certain cases of 
renal tuberculosis. 
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Although the diagnosis of renal tumor by means 
of the pyelogram was suggested by Voelcker and 
von Lichtenberg (7) as well as by Albarran and 
Ertzbischoff (24), they neither illustrated nor 
described the many possible deformities. In 
1909 (29) and again in 1912 (43), the writer de- 
tailed the various deformities which accompany 
tumor and illustrated their more important 
phases. In 1909 von Lichtenberg (26) also called 
attention to the possibility of pelvic deformity 
as the result of renal tumor. In Nogier and 
Reynard (25) stated that occasionally renal 
tumor could be diagnosed in no other way. In 
1911 Oehlecker (15) also called attention to the 
possibility of diagnosing renal tumor by means 
of the pyelogram. These findings were corrobo- 
rated subsequently by Jaches and Furniss (38). 
Keene (39), and others. The writer (29) has 
called attention to the value of the method in 
differentiating tumor in the extrarenal organs 
from renal neoplasm. In 1914 Kidd (20) also 
referred to the aid given in the differential 
diagnosis of abdominal tumor. 

Although Voelcker and von Lichtenberg (7) 
were the first to suggest the use of pyelography in 
the diagnosis of congenital anomaly in the'urinary 
tract, the first detailed data of the possibilities 
of the method were furnished by the writer in 
1910 (30) and again in 1912 (44). In 1909 von 
Lichtenberg (26) cited a case of dystopic kidney 
diagnosed by means of pyelography. In rog11 
Oehlecker (15) emphasized the value of the 
pyelogram in the diagnosis of congenital anomaly 
and cited a case with duplication of the ureter and 
pelvis. In the same year Nemenow (45) made a 
similar observation and cited a case of pelvic 
kidney which was diagnosed by means of pyelog- 
raphy. In ror1r Seelig (46) described a case 
with bilateral duplication of the pelves diagnosed 
by means of pyelography. In 1914 Joseph (47) 
described the value of the method in the diagnosis 
of a series of congenital anomalies. In 1914 
Kidd (20) asserted that congenital anomaly is 
frequently overlooked and that its existence can 
frequently be ascertained by means of pyelog- 
raphy, or pyeloradiography, as he terms the 
method. 

That pyelography could be of considerable 
value in the diagnosis of polycystic kidney was 
suggested in 1910 by the writer (30), who dem- 
onstrated with illustrations some of the varieties 
of deformity accompanying this condition. His 
later publication suggested that it might also be 
of value in the diagnosis of solitary cysts. 

The value of pyelography in the identification 
as well as the localization of renal shadows was 
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first noted by the writer in 1910 (30) and later 
fully described in 1913 (48). In 1911 Oehlecker 
(15) also described various changes in the pelvic 
outline as the result of stone and called attention 
to their value in the identification of stone. In 
the same year, Holland (49) described the value 
of the method in the identification of renal and 
ureteral shadows, calling attention to its use in the 
differential diagnosis of gall-stone shadow. In 
1911 von Lichtenberg and Dietlen (12) wrote of 
the desirability of localizing stone shadows by 
means of pyelography, and advised the use of 
oxygen instead of colloidal silver for this purpose. 
Nogier and Reynard (25) in 1912, and Keene (39) 
in 1913, recommended pyelography in the diag- 
nosis of renal stone. 

The value of the method in the identification 
of ureteral obstruction, including that due to 
lithiasis, was described by the writer in 1909 
(29) and in 1910 (30). He detailed minutely 
the changesin the outline of the ureter caused bya 
stone in the lower ureter and, furthermore, called 
attention to the value of the method in the diagno- 
sis of certain forms of stricture of the ureter. 
In 1910 Uhle (9) and his collaborators also de- 
scribed the value of pyelo-ureterography in the 
diagnosis of ureteral obstruction and lithiasis. 
In 1911 Oehlecker (15) described the value of 
pyelography in the identification of certain shad- 
ows in the area of the lower ureter. In the same 
year Dohan (50) referred to the same method. 
In 1913 Keene (39) stated that it had proved to 
be of greater value in the diagnosis of stone in 
the lower ureter than the shadowgraph catheter, 
and then described the resulting ureteral dilata- 
tion. In 1912 Furniss (51) described in detail 
the diagnosis of certain forms of stricture of the 
ureter which could be diagnosed in no other way. 

Accidents. The most recent phase of the 
literature concerning the subject of pyelography 
deals with the dangers attending its employment. 
A number of reports were made of lesions found 
in the kidney after its removal, showing destruc- 
tion of the renal tissue evidently by the injected 
colloidal silver. Thus, in 1911, Zachrisson (52) 
reported considerable reaction in five days follow- 
ing the injection of colloidal silver and, on re- 
moving the kidney, found that considerable 
destruction was present and that it was univer- 
sally studded with black silver deposit. In ror1, 
Oehlecker (15), on removing the affected kidney 
in a case of renal tumor, found the presence of 
infarcts in the parenchyma stained with colloidal 
silver. In 1o11 Jervell (53) observed a wedge- 


shaped area of gangrene in the kidney following 
pyelography. Ekehorn (54), in rorr1, found 
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renal oedema on operating five days after pyelog- 
raphy. Buerger (55), in 1912, reported de- 
posits of silver in surrounding foci of suppuration 
in the cortex of the kidney. Blum (56), in 1912, 
reported a series of experiments on the kidney 
in cadavers, and attacked pyelography on the 
ground that it was a highly dangerous and, 
furthermore, useless method in diagnosis. In 
1913 the writer (19) reported three cases operated 
on for hydronephrosis in which evidence of 
silver was found in numerous infarcts scattered 
in the renal parenchyma. He stated that such 
necrosis of the tissue could follow retention of 
colloidal silver. If the drainage from the pelvis 
is blocked, peristalsis may force the retained 
silver solution into the straight tubules with 
resulting necrosis of the tissues. Tennant (57), 
in 1913, reported a case in which the substance of 
the kidney was damaged by injected colloidal 
silver. Voelcker (35), Kelly and Lewis (13) and, 
later, Vest (58) in 1914, reported several cases 
in which evidence of colloidal silver was found 
at operation in the perirenal tissue. In 1914 
Mason (59) reported two cases where a number 
of infarcts were found in the kidney following 
pyelography. ‘Troell (60), in 1913, reported a 
case in which infiltration of the tissue followed the 
injection of 6 or 7 ccm. of a 7 per cent solution of 
colloidal silver in a kidney which was otherwise 
surgical. Legueu and Papin (61), in 10913, 
‘ described in detail the various types of lesions 
seen in the kidney following infiltration of the 
parenchyma with colloidal silver. They ascribe 
such lesions to overdistention of the pelvis with 
the hand syringe and have not observed them 
since employing the gravity method. In Decem- 
ber, 1913, Schwarzwald (62) reviewed to date 
the accidents reported in literature, of which there 
were eight. He found that they were all due to 
errors in technique. He also reported a case of a 
kidney removed for pyelonephritis and multiple 
abscesses in which a pyelogram had been made a 
short time before. On examination of the 
kidney, silver was found deposited in the tissues 
of the diseased portion only. He concludes 
that the silver particles do not enter via the blood 
stream, but probably through the diseased or 
traumatized tissues. He believes that if the 
technique is correct no accidents should follow 
pyelography. Walker (63), in July, 1914, gavea 
detailed résumé of the technique involved in 
pyelography. He claimed that careful injection 
of the pelvis with hydrostatic pressure would 
usually obviate any injury to the kidney. He 
stated that infiltration of the renal substance 
resulted either from excessive pressure, pro- 


longed pressure, or previous trauma to the pelvis 
by the catheter. He advised using a small 
catheter to insure return flow if the pelvis was 
overdistended. 

Fatalities following pyelography have been 
reported by various observers. In 1911 Réssle 
(64) reported a fatality shortly after pyelography 
which he believed to be due to colloidal silver 
poisoning. Evidence of hemorrhagic diathesis 
appeared following the injection. At  post- 
mortem the kidney showed silver substance 
embedded throughout the tissues. In 1914 
Smith (65) reported a death following pyelog- 
raphy, which he attributed directly to pyelog- 
raphy. In 1913 Rosenblatt and Morgandies 
(66) reported a fatality some hours following 
pyelography. The patient died in shock follow- 
ing an injection of 4o ccm. of silver solution. 
Vest (58) reported a death fourteen days after 
pyelography; he believed the pyelography 
caused hemorrhagic diathesis and possibly death. 
In 1914 Hofmann (67) reported a death occurring 
four days after pyelography; the death was found 
to be due to rupture of a hydronephrotic sac. 
Such an accident is only illustrative of technical 
error in having used pressure sufficient to cause 
rupture, and is not an argument against pye- 
lography. Within the past few months other 
fatalities have been reported by various American 
observers. It is of interest to note that in 
practically every case the solution was injected 
with the pressure of a hand syringe. ‘The amount 
injected in most instances was greater than the 
pelvic capacity. It is of further interest to note 
that the fatalities were usually reported by 
comparatively inexperienced observers. Those 
familiar with pyelographic technique have had 
the least reaction following its use. 

Within the past year a number of papers have 
been published dealing with experimental work 
on animals undertaken with a view of discovering 
under what circumstances injuries to the renal 
substance follow injection of colloidal silver. 

Tennant (57), in June, 1913, reported a series 
of experiments in which he subjected the kidneys 
of pigs to varying degrees of pressure with col- 
loidal silver solution, and noted the results. He 
found that by introducing the solution at a pres- 
sure of over 40 mm. of mercury that infiltration of 
the kidney invariably resulted. 

Strassman (68), in January, 1913, reported the 
effect of overdistention of the renal pelvis in 
rabbits with colloidal silver under moderate 
pressure. He found that the silver particles 
were carried by the lymph-spaces as far as the 
renal capsule. By the end of twenty-four hours 
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the greater part of the silver had left the renal 
tissue. He concluded that with careful tech- 
nique, taking care not to distend the pelvis 
forcibly, no injury should follow pyelography. 

Wossidlo (69), in December, 1913, concluded 
from a large series of experiments on rabbits 
that when the physiologic capacity of the normal 
pelvis was exceeded by a large amount of colloidal 
silver solution injected under pressure that the 
colloidal silver entered the interstitial tissue 
between the tubules. With hydronephrosis, 
however, if the pelvic capacity is overfilled, the 
silver solution entered the renal tissue via the 
dilated tubules. When hydronephrosis exists, 
no more solution should be injected than the 
quantity first drained away. He claimed, how- 
ever, that no damage would result if the capacity 
of the pelvis was not exceeded. He believes that 
if the pelvis is traumatized, as evidenced by 
hematuria, that colloidal silver should be in- 
jected with great precaution since it can then 
more easily enter the renal tissue. 

Kidd (20), in January, 1914, reported a series 
of experiments on sheep’s kidneys. He distended 
the pelvis with silver solution at various pres- 
sures, and concluded that the element of time 
under which the pressure was made was of as 
much importance as the degree of pressure. He 


ciaimed that the solution should be injected at a 
maximum pressure of 30 mm. of mercury and that 


it should be exerted less than a minute; when 
exerted higher and longer, the silver solution 
penetrated the renal substance to a varying de- 
gree. He believes that the mode of entrance 
was via the straight tubules. 

Rehn (70), in January, 1914, reported similar 
results following even moderate overdistention 
of the renal pelvis in rabbits, and believes that 
great care should be used when colloidal silver 
is injected into the human kidney. 

In May, 1914, Eisendrath (71) reported sev- 
eral experiments on dogs with similar results. 
On injecting a dog’s renal pelvis with 20 ccm. 
of 10 per cent silver solution under pressure 
of 100 mm. the animal died within five min- 
utes. Necropsy showed quantities of silver de- 
posited in the various organs as the result of 
widely distributed silver embolism. He believes 
that this experiment explains the sudden deaths 
reported in man. He finds, however, that as 
long as only moderate pressure is employed and 
the capacity is not exceeded, no harm results 
from injecting the pelvis with silver solution. 

It is very evident, therefore, that unless a 
pyelogram is made with strict technical pre- 
cautions it may cause considerable injury. How- 
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ever, in the hands of those familiar with the 
necessary technique and the selection of cases 
it has proved to be a comparatively harmless 
procedure. Thus the writer (19) reported a series 
of over 1,000 pyelograms made without serious 
results to any patient. The method is too val- 
uable in the diagnosis of many conditions in the 
urinary tract to be discarded. Effort should be 
made, however, to discover a substance which will 
not injure the kidney under any circumstances 
and which may be safely employed in the hands 
of those with limited experience. 
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ABSTRACTS OF CURRENT LITERATURE 


GENERAL SURGERY 
SURGICAL TECHNIQUE 


ASEPTIC AND ANTISEPTIC SURGERY 


Frank, R.: Disinfection of the Skin with Sterolin 
or Iod-Sterolin (Die Desinfektion der Haut mit 
Sterolin bzw. Jod-Sterolin). Zentralbl. f. Chir., 
1914, xli, 1249. By Surg., Gynec. & Obst. 

The author recommends the following solution 

(named sterolin) for rapid sterilization of the skin: 

balsam, Peruvian, gm. 4.0; olei ricini; terebinth. 

venet. (communis), aa gm. 2.0; glycerine gm. 1.0; 

spiritus viniconc., gm. 100.0. After the field of op- 

eration is shaved, the skin is rubbed 1 to 2 minutes 
with sterile gauze dipped in the sterolin solution. 

The arms and hands of the operator are also rubbed 

with the sterolin. A second washing of the opera- 

tive field with sterolin finishes the disinfection. A 

second washing is also necessary for the operator’s 

hands. A preliminary painting of the operative 
field with tincture of iodine (6.6 per cent) may also 
be used. This method was tested in 270 operations 
with aseptic wound healing in all cases except five. 

No irritation or staining of the skin was noted. 

E. P. ZEISLER. 


ANZSTHETICS 


Meyer, A. W.: So-Called ‘‘ Total Anzsthesia ”’ 
after Intravenous Injection of Local Anzs- 
thetics (Uber die sogenannte ‘“ Totalaniisthesie ” 
nach intravenéser Injektion von Lokalanisthetizis). 
Arch. f. klin. Chir., 1914, cv, 170. 

By Surg., Gynec. & Obst. 

Some time ago the author undertook experiments 
in anesthetizing the peritoneum by depositing 
local anesthetics between the parietal peritoneum 
and the abdominal wall. The abdominal wall was 
opened under local anesthesia and then the an- 
esthetic was injected with a blunt curved needle 
between the transverse fascia and the peritoneum. 

The entire insertion of the mesentery to the pan- 
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Kanavel, A. B.: Osteoplastic Closure of the Tri- 
facial Foramina. J. Am. M. Ass., 1914, lxiii, 1245. 
By Surg., Gynec. & Obst. 


SURGERY OF THE 


creatic region can be thus infiltrated retroperitoneal- 
ly. Appendectomies were performed on human 
beings by this method and in some cases without the 
slightest pain. In animals gall-bladder extirpations 
and other operations were performed. Their noses, 
tongues, etc., were cut and pinched without any 
pain tothe animals. From a study of the literature 
it was found that such a total anesthesia had been 
produced by subcutaneous and intramuscular in- 
jection of local anesthetics, and another series 
of experiments was undertaken, in which 1 or 2 
per cent cocaine was injected intravenously. The 
sciatic or femoral nerve had previously been laid 
bare for experimental purposes. The animals 
became analgesic after a few moments, and cutting, 
burning, and other forms of irritation were felt, 
but without pain. Corrosives could be applied to 
the intestine without pain, but the nerve-trunk 
remained as sensitive to pain as before, even with 
very large doses of cocaine. The anesthesia there- 
fore seems to affect only the peripheral nerve ter- 
minals to which it is carried by the blood. To 
confirm this assumption one leg was ligated before 
the anesthesia so that the circulation was cut off, 
and the cocaine injection then caused total peripheral 
anesthesia, except that the leg from which the cir- 
culation was cut off remained sensitive. The 
conclusion is that the intravenous injection of 
cocaine can be used only in operations that involve 
no large nerve-trunks. It is not a true total an- 
zsthesia, but only an anesthesia of the nerve ter- 
minals and finer peripheral branches. Klapp 
attained a true total anesthesia by injecting cocaine 
and gelatine solution into the lumbar cord. 

To obtain a sufficiently lasting anesthesia in this 
way it is well to precede it by small doses of mor- 
phine. With scopolamine-morphine followed by 
cocaine injection, anesthesia can be maintained for 
hours. A. Goss. 


HEAD AND NECK 


employed in the treatment of trifacial neuralgia. 
His experiments were carried out on dogs, the 
work falling into three groups: (1) avulsion of the 
nerve with curettage of the canal, breaking down the 
foramen and covering the area by pedicle-flaps of 


Kanavel advocates this new operation as a adjacent periosteum; (2) avulsion of the nerve, 
substitute for certain palliative procedures now 


curettage, and transplant of periosteum from some 
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other part of the body; (3) avulsion of the nerve, 
curettage, and transplant of bone to fill the canal. 

Of these three methods the last appeared to be 
the most satisfactory. 

This latter procedure was carried out in a patient 
74 years old with perfect results. The infra-orbital 
nerve was exposed and avulsed by twisting, the 
canal was curetted, and the cavity filled with a bone 
plug covered by periosteum. To remove the infra- 
dental nerve and obliterate the canal, an incision 
was made at the angle of the jaw, the bone was 
trephined, and the outer table removed. The 
canal was next curetted after the nerve had been 
avulsed, and the plug, after having been rotated 
go degrees to obliterate the canal, was put back 
and driven firmly into place. EUGENE Cary. 


Turck, R. C.: Malignant Tumors of the Jaws. 
J. Fla. M. Ass., 1914, 1, 76. 
: By Surg., Gynec. & Obst. 

The author believes with many others that cancer 
can be cured only by thorough operative removal in 
the early stages, and that cure is never certain un- 
less the cause is removed before cancer begins. 
He believes that when cancer of the deep tissues 
has progressed to a point where a positive clinical 
diagnosis is possible, cure by any means whatsoever 
is improbable if not impossible. 

In the vast majority of cases the small growths, 
irritations, or tissue changes about the jaws, from 
which cancer develops, may be removed without 
danger under local anesthesia with one hundred 
per cent of cures. Cancer may be classed as a 
preventable disease; it always gives some warning 
of its approach; there is always first some small 
benign sore, ulcer, or growth; cure is always possible 
if the disease is arrested in its incipiency: Precras- 
tination has killed more patients than the surgeon’s 
knife. 

Turck states that differential clinical diagnosis 
between early malignant epulis and benign fibro- 
mata of the gum is usually impossible; the growth 
should be removed, subjected to immediate micro- 
scopic examination, and if found to be malignant, 
radical resection should be done at once. 


Mysch, W.: A New Operation for Bilateral Bony 
Ankylosis of the Lower Jaw (Ein neues Ver- 
fahren zur Beseitigung einer beiderseitigen .Anky- 
losis ossea des Unterkiefergelenkes). Zentralbl. f. 
Chir., 1914, xli, 1108. By Surg., Gynec. & Obst. 

Mysch describes his operation as follows: (1) 

Horizontal incision along the arcus zygomaticus, 

which is turned down after a double osteotomy; 

(2) cutting through the insertion of the maxilla 

temporalis together with the tip of the process 

coronoideus (osteotomy of the latter); (3) resection 
of the ankylosed joint head or subperiosteal wedge- 

shaped osteotomy of the neck with interposition of a 

flap of muscle or aponeurosis, also free plastic with 

fascia lata, as used in one case on one side. If 
possible the operation is carried out on both sides 
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at one sitting. This operation was successfully 
performed on a girl of 14 years with an ankylosis of 
11 years’ duration. E. P. ZEISLER. 


Barth: Surgical Treatment of Suppurative Menin- 
gitis (Chirurgische Behandlung der eitrigen Menin- 
gitis). Deutsche Gesellsch. f. Chir., t914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports three cases of cerebrospinal 
meningitis which he cured by laminectomy of the 
lumbar vertebrae and drainage of the sac of the dura. 
The meningitis had developed after injuries. 
Staphylococci, diplococci, and streptococci were 
found in the fluid obtained on lumbar puncture. 
Before the operation puncture had been performed 
several times without results. 

The prospects for operative cure in meningitis 
are not so bad as is commonly assumed if operation 
is performed early enough, for the disease begins 
as a diffuse process, and encapsulation of the pus 
between the cerebral convolutions does not take 
place until later. There are two reasons why there 
has been such great skepticism regarding the 
operation heretofore. Recovery was thought im- 
possible because only the terminal stages of the 
disease were being considered and because the course 
of such cases after operation was always thought of. 
It should not be forgotten that with the gradual 
development of meningitis, leucocytosis produces 
a stronger resistance to the infection. The spinal 
fluid obtained by lumbar puncture in meningitis 
has a markedly bactericidal effect, while this effect 
is completely lacking in normal cerebrospinal 
fluid. 

The diagnosis depends on the presence of poly- 
nuclear leucocytes in the fluid from lumbar puncture; 
the infecting bacteria may have disappeared under 
the influence of the leucocytes. Recovery has been 
brought about surgically thus far in 50°cases, most 
of them in otology. Curability does not depend to 
any great extent on the bacteriological findings; 
cases showing pneumococci and streptococci have 
been cured. 

Lumbar puncture should be performed on the 
very first appearance of symptoms of meningitis. 
There should be immediate elimination of primary 
foci of suppuration, repeated lumbar puncture to 
relieve brain pressure, and if this is not sufficient, 
drainage of the cavity of the dura, either through 
the lumbar cord or the skull. Murphy drains in 
the posterior fossa above the foramen magnum 
through the cysterna cerebellaris. There is no 
rational ground for not treating meningitis op- 
eratively. KATZENSTEIN. 


Vischer, A. L.: Traumatic Subdural Hemorrhage 
with a Long Interval (Uber traumatische sub- 
durale Blutungen mit langem Intervall.) Arch. f. 
klin. Chir., 1914, civ, 455. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The first patient fell from a height of 6 meters and 
on operation seven weeks later there was found a 
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large subdural haematoma which extended over the 
greater part of the left hemisphere. The haematoma 
was sharply circumscribed, covered with a fibrinous 
membrane and contained reddish black, partly 
coagulated, and partly fluid blood. It was emptied 
out, irrigated, and the dura sutured without drain- 
age. Recovery followed in 15 days. 

The second case was similar to the first. Operation 
two months after the accident showed a large fluid 
haematoma. The cavity between the dura and 
brain at its deepest point was 2.5 cm. deep, 7.5 cm. 
broad, and 16 cm. long. It was irrigated and the 
dura sutured without drainage. The patient re- 
covered except for slight residual symptoms. 

Hans Brun. 


Trotter, W.: Chronic Subdural Hzmorrhage of 
Traumatic Origin; Its Relation to Pachymen- 
ingitis. Brit. J. Surg., 1914, ii, 271. 

By Surg., Gynec. & Obst. 


The author believes that a relatively slight in- 
jury to the head may result in a slow accumulation 
of blood in the meninges. The blood is believed 
to come from small veins which pass between the 
dura and cortex at right angles to each other and 
which are torn by the movement of the brain in 
the fixed dura as the result of the concussion. 

The relatively slow accumulation of blood leads to 
symptoms which differ from those following the 
rapid development of local intracranial pressure, 
in that the irritative symptoms are very slight or 
are absent. 

The initial symptoms are headache and drowsi- 
ness. In a few weeks these may change to more 
severe symptoms, the most common of which is an 
intermittent coma. The author believes that the 
condition is often unrecognized and that the con- 
dition which has been described as pachymeningitis 
interna hemorrhagica is probably more often of 
traumatic than of inflammatory origin. 

BARNEY Brooks. 


Korotneff, N. I., and Mintz, W. M.: Surgical 
Treatment of Epilepsy (Die chirurgische Behand- 
lung der Epilepsie). Russk. Vrach, 1914, xiii, 472. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In genuine epilepsy the object of surgical treat- 
ment is to decrease intracranial pressure or change 
the cerebral circulation. This is attained by making 
a valve or by operating on the sympathetic. Sta- 
tistics show how far both of these operations fall 
short of accomplishing their purpose. 

The authors have collected 187 cases of valve 
formation with only 13 permanent recoveries, and 
it is worthy of note that in some of the cases of 
recovery the valve had closed — this was true in 
one of the authors’ cases. 

Among 224 operations on the sympathetic, re- 
covery persisted for as long a period as two years 
in 18 cases. The author does not believe that 
there is any scientific justification for operation in 
genuine epilepsy. 
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In cortical epilepsy of non-traumatic origin the 
prognosis of operation is better. If the disease is 
caused by a local process in a brain that had hitherto 
been healthy (no spasmophilia), the operation gives 
excellent permanent results. But since the kind or 
extent of the process cannot be determined clinical- 
ly, there is no guarantee for the success of the opera- 
tion. In spite of that, however, operation is indi- 
cated in all cases of true cortical epilepsy. The 
authors report 8 of their own cases of this kind, 
including 4 tumors, 1 abscess, 1 case of multiple 
cysticercus, and 2 cases of cerebral infantile paraly- 
sis. There was recovery in 3 cases: one case 
of multiple cysticercus, which was operated upon 4 
years ago, and 2 cases of cerebral infantile paraly- 
sis, operated upon 9 years and three months ago. 
In 5 other cases, in which no anatomical substratum 
was found, recovery did not take place. In one 
case, however, there was improvement in the con- 
dition. 

If cortical epilepsy is due to trauma, operation 
must always be performed, and if possible a pro- 
phylactic operation should be performed as soon as 
possible; that is, as soon as the slightest suspicious 
symptoms appear. There is no guarantce of success 
in these cases, but the results attained thus far have 
been very encouraging. The authors report 7 of 
their own cases, 2 of which have not been under 
observation long enough for judgment to be passed 
upon them. Three patients were cured—one three 
years and one, one year ago. Von Hotst. 


Stieda: Further Experience with Puncture of the 
Corpus Callosum, Especially in Epilepsy, 
Idiocy, and Related Conditions (Weitere Erfah- 
rungen mit dem Balkenstich, speziell bei Epilepsie, 
Idiotie, und verwandten Zustinden). eutsche Ge- 
sellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses briefly the methods of 
operation thus far used in the treatment of genuine 
epilepsy, and the results obtained at the Halle 
clinic by puncture of the corpus callosum by Anton’s 
method in epilepsy and idiocy. 

Puncture of the corpus callosum was performed 
19 times on 17 patients. In one case of epilepsy of 
puberty in a male the attacks at first changed in 
character, became milder, then stopped almost 
entirely for two years, returned in a milder form, 
and when a second puncture was performed 4 years 
after the first the attacks became still rarer. 

In a case of Jacksonian epilepsy with choked 
disc the attacks gradually stopped entirely and the 
choked disc disappeared and has not returned in 
four and one-half years. 

In a case of genuine epilepsy, imbecility, and 
hydrocephalus internus the convulsions stopped 
for several weeks, but returned later in a less intense 
form. 

In a severe case of epilepsy in childhood with 
twilight state the attacks suddenly ceased for six 
months. The procedure seems to have been life- 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


saving; afterwards attacks came on again, but more 
rarely, and a second puncture ten months later 
improved them, but only temporarily. 

In two cases of daily epilepsy with idiocy punc- 
ture was performed, the results being cessation of the 
attacks permanently in one case and for seven 
months in the other. Both patients were relieved 
of the epileptic restlessness and their psychic con- 
dition was markedly improved. In one of the cases 
rare attacks came on again after 7 months. In two 
cases of epilepsy at puberty in females the attacks 
became rarer after puncture for 10 and 13 months. 

One case of epilepsy of puberty in a girl operated 
upon was not affected. In a case of imbecility 
since childhood, operated upon 8 months ago, the 
attacks, which had been coming on twice or three 
times a day, stopped for a month, and then re- 
turned in a milder form. In this case there was 
hydrocephalus internus and externus and adhesions 
of the dura to the brain. 

In one case of severe epilepsy since childhood the 
attacks stopped for a long time and are still very 
rare. A case of microcephalus with epilepsy showed 
no change. Another case showed slight improve- 
ment. The child, who had before been completely 
idiotic, became much quieter and more normal, 
according to the father’s report. Two cases have 
been operated upon within the past six weeks, and 
thus far are free from attacks. Two cases were im- 
proved for a considerable time after the operation, 
but recently no reports have been received from 
them. There were no deaths from the procedure 


and no injurious effects. 
The results are not brilliant, but the cases were 


mostly desperate ones. An earlier operation would 
doubtless have given better results, for puncture of 
the corpus callosum is without danger, and it is an 
operation that can be performed quickly and easily. 
There is neither brain lesion nor shock and it can be 
performed under local anesthesia. Generally, on 
opening the dura there is only slight brain pulsation 
or none at all; after puncture and discharge of a 
few cubic centimeters of fluid, brain movements 
reappear — a sign that the circulation, and there- 
fore the nutrition of the brain, have been benefited. 
Headache and dizziness, which are frequently un- 
pleasant symptoms of epilepsy, disappear. Punc- 
ture of the corpus callosum not only compares favor- 
ably with other operations recommended for 
genuine epilepsy, but it is even to be preferred to 
them because it is so easy to perform and can be 
repeated when necessary. 

HILDEBRAND, of Berlin, is not very well pleased 
with the results of puncture of the corpus callosum. 
He has performed it in 32 cases. One drawback is 
that there is no means of keeping the puncture open. 
He had one death from injury of a vein, not a sinus. 

Kocuer, of Berlin, for this reason recommends 
that a small trephine opening be made to overcome 
the difficulty mentioned above. 

TILLMANN, of Cologne, thinks the effect of punc- 
ture of the corpus callosum can only be to equalize 
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pressure differences; he, therefore, uses it only 
where pressure differences can be demonstrated. 
He has often seen signs of inflammation in epilepsy; 
the fluid obtained by lumbar puncture was rich in 
albumin in 50 per cent of the cases. The arachnoid 
otten shows small cell infiltration. Jacksonian 
epilepsy is distinguished from genuine only by its 
location. He points out the importance of the 
subarachnoid space, which is continued in the 
peripheral nerves, hence the quick effect of strych- 
nine. Epilepsy is often due to inflammation of the 
peripheral nerves. 

LossEN, of Cologne, has seen recurrence in three 
cases of hydrocephalus after puncture of the corpus 
callosum; therefore in three further cases of hydro- 
cephalus he performed puncture of the cystern, 
combined with puncture of the corpus callosum and 
drainage of the lateral ventricle with a saphenous 
vein. In two cases there was marked improvement; 
in the other, death resulted from infection. 

SCHLOFFER, of Prague, performed puncture of the 
corpus callosum 20 times in the method described 
by Kocher, which demands a large opening. In 
one case there was unilateral paralysis from hamor- 
rhage. KATZENSTEIN. 


Hickson, W. J.: Organic Brain Lesions in Mental 
Defectives. J//linois M.J., 1914, xxvi, 304. 
By Surg., Gynec. & Obst. 


The author’s report is based on 100 consecutive 
admissions to an institution fer the feeble-minded 
and 25 cases of a high-grade borderland type of 
defective-delinquent, selected at random = and 
examined in the psychopathic laboratory of the 
Municipal Court of Chicago. 

This group of 125 cases was examined specifically 
for organic brain lesion to further substantiate or 
refute, if possible, the correlation of these conditions 
with feeble-mindedness and delinquency, and to 
further substantiate or refute, if possible, the theory 
that there are no psychoses without neuroses and no 
pathopsychoses without pathoneuroses. 

It was further observed that there were relatively 
few negroes coming into the court, and those the 
author tested were rated quite high mentally. It 
would appear that feeble-mindedness is rather rare 
with full-blooded negroes, and in spite of the 
prevalence of syphilis in this race, few metasyphi- 
litic affections are found. 

The mental tests used were the Binet-Simon, 
Rossolimo, graduated association, and standard 
psychiatrical tests. The necessity for the standard- 
ization of the tests, as well as the giving of the tests, 
was very apparent. The first six weeks of work in 
the laboratory, in addition to all the other cases 
tested, showed results on 245 boys. Of these, 
207, or 84.49 per cent, were morons; their average 
chronological age was 18.71 years; their basal age 
8.69 years, and total mental age 10.98 years. Of 
these 245 cases, 20, or 8.16 per cent, were borderland 
cases, with an average chronological age of 20.10 
years, a basal age of 10.42 years, and a total age of 
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12.27 years. Eighteen, or 7.34 per cent, gave a 
normal mental development with a chronological 
age of 20.94 years, a basal age of 10.83 years, and a 
total mental age of 12.70 years. Some of the latter 
showed mental defect in contrast to mental de- 
fectiveness. 

It was found that the lower the boys rated in the 
test the earlier and oftener they got into the toils of 
the law. It was found also that there was another 
test which was the most practical and reliable of 
them all—the world test, the economic test. 
The segregation of these cases in the specialized 
courts brought out the fact that in addition to a 
physiological and psychological critical period, there 
was also an economic or sociological critical period, 
highly correlated with the other two, which latter 
falls between the ages of 17 and 21 years, when the 
boy begins to be put on his own responsibility, 
when he is expected to become independent and be 
self-sustaining. This is the period in which most 
of our boys fail, as then there are brought into play 
certain psychological faculties that heretofore have 
been very little called upon, and since the majority 
of these boys are of the higher type of feeble-minded 
they are not discovered so readily by the casual 
observer in the earlier years, and the defect first 
becomes evident at this time. In order to classify 
the higher grade of these boys, a new term had to 
be coined, namely. ‘‘sociopath,”’ the sociologic- 
economic unfit testing over 12, but yet mentally 
defective. This fits in very we!l with the common 
terms of psychopath and neuropath. 

The neurological condition found in these cases 
is what is generally known as infantile cerebral 
paralysis. This includes diplegias, or Litile’s 
disease, the paraplegias, pseudobulbar palsy, etc. 
It was found that most of these cases showed the 
infantile type of hemiplegia, and that, as a rule, 
it did not follow the Wernicke and Mann predilec- 
tion type of involving certain muscle synergisms. 
The most frequent symptoms noticed were under- 
development of one-half the body or limb, the prev- 
alence of Babinski’s sign, either of the continuous 
or reaction type, very often the Oppenheim, and 
occasionally the Rossolimo and the Gordon signs. 
There was usually ankle and patellar clonus and 
exaggerated knee-jerks. The other superficial and 
deep reflexes were usually found altered. It was 
possible sometimes to elicit a difficult Babinski 
sign by the reénforcement method of Jandrassik. 

It was interesting to note that these same symp- 
toms were found in 8 cases of the Mongolian type of 
feeble-mindedness, and also in one cretinoid, who 
failed to improve on thyroid treatment. As a 
further means of bringing out the symptoms the 
blood-pressure apparatus was used, which shows on 
the affected side a diminution of from five to ten 
millimeters of mercury over the sound side. The 
ergograph and dynamometer also helped to secure 
a diagnosis. These findings, if further substanti- 
ated, will be of great importance to psychologists 
and neurologists, the courts, and economists. 
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The only treatment thus far suggested for the 
defective-delinquent has been segregation and 
sterilization. 


Kuttner, H.: The Results in One Hundred Opera- 
tions Performed on the Diagnosis of Brain 
Tumor. J. Am. M. Ass., 1914, lxiii, 1530. 

By Surg., Gynec. & Obst. 


Kuttner emphasizes the importance of early 
diagnosis of brain tumor and advises that suspects 
be placed under the observation of a neurologist. 
He regards the diagnostic brain puncture of Neissor 
and Pollak as a step forward, and minimizes the 
danger from hemorrhage in its use; but as he has 
seen a direct rise of brain pressure following the 
puncture, this should be done only when conditions 
permit immediate trepanation. This method aids 
diagnosis both as to the presence as well as the 
extent of tumors, as they may become very large 
if deeply situated, with relatively slight symptoms. 

Annoying contralateral paresis or paralysis fol- 
lows in some cases of palliative trepanation in which 
the pressure is sufficient to force the brain into the 
gap; this condition is transitory in some cases, but 
in others the symptoms persist. 

Kuttner suggests that in cases of doubtful local- 
ization trepanation be done both above and below 
the tentorium simultaneously, especially in those 
cases where the posterior cranial fossa is believed 
to be the site of the tumor. 

Puncture of the corpus callosum and ventricular 
drainage has not yielded gratifying results. 

A two-stage operation is advised for brain tumors 
and also for palliative decompression except in those 
cases that demand immediate opening of the dura. 
Local anesthesia has been a welcome advance and 
full ether narcosis has only rarely been employed. 

Out of 100 patients operated upon a tumor was 
removed in 30 cases. In addition the presence of a 
tumor was later demonstrated in 34 cases. Forty- 
five patients died as the result of the operation 
or its complications. D. L. DEesparp. 


Long, T. L.: The Relation of the Cerebellum to 
the Labyrinth. Illinois M. J., 1914, xxvi, 206. 
By Surg., Gynec. & Obst. 


The close connection of the cerebellum to the 
labyrinth is sometimes not fully appreciated. 
Sufficient emphasis is not always given to the 
interrelations of cerebellar and cerebral functions, 
the substitution of the one for the other being 
frequently overlooked. The automatic acts were 
once willed movements on the part of the higher 
mechanisms at the expense of consciousness. In 
the event of embarrassment to the cerebellum sub- 
stitution may be effected by the labyrinth and the 
cerebrum. The intimate relation of the vestibular 
apparatus to the cerebellar mechanism facilitates 
attempts at restitution of cerebellar functions. 

There are constant excitations coming from the 
labyrinth for muscle tonus, and these are controlled 
and inhibited by the cerebellum. The intimate 
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associations of the centers of the vestibular and 
cerebellar mechanisms and the similarity of their 
phenomena are to be considered in interpreting 
certain anomalies in station and motility. Phenom- 
ena arising from a vestibular lesion usually dis- 
appear in a short time if the cerebellum is intact, 
but in the event of a lesion of the vestibular ap- 
paratus in a cerebellar case there is not likely to be 
any restitution. This suggests an interrelation of 
the labyrinth and the cerebellum. 

These two systems, the labyrinthine and the 
cerebellar, have interesting anatomical connections. 
Their impulsions have a common meeting point 
before final distribution. The excitations or im- 
pulsions of the labyrinth are constantly flowing to 
the triangular auditory nucleus, and the nuclei of 
Bechterew and Deiters, from which they are re- 
flected to the muscles, giving them tone. Many 
eminent physiologists maintain, from observing 
experimental and secondary degenerations, that 
very few or no fibers are destined from the vestibular 
nuclei to those in the cerebellum; hence the im- 
pulsions from the labryinth cannot be stored in the 
cerebellum. On the other hand, however, there 
are fibers, the majority being direct, whose origin 
is in the cerebellar nuclei, that transmit excitations 
to the nuclei of Deiters-Bechterew. These centers 
receive excitations from two sources; consequently 
both the labyrinth and the cerebellum may excite 
the vestibular nuclei in the medulla. Accordingly 
the labyrinth cannot send its impulsions to the 
centers by the intermediation of the cerebellum. 


By the cerebellovestibular bundle the vermis is 
quite intimately associated with the labyrinth, both 
anatomically and physiologically. Many of the 
connecting fibers being crossed, each half of the 
cerebellum bears associative relations with both 
vestibular roots, the preferential distribution being 


for the homolateral side. The two systems, the 
labyrinthine and cerebellar, augment each other in 
maintaining tonicity. Thus it is evident that a 
lesion of one gives rise to phenomena quite analogous 
to those resulting from a disease or an anomaly in 
the other. The symptoms, however, are not iden- 
tical, for the excitations are necessarily different. 
It is the vermis in particular that is in intimate 
physiological relation with the vestibular apparatus. 
Of course the nervous flux from the tegmentum of 
the vermis is not of the same nature as that from 
the labyrinth. The fibers also differ in their relation 
to the vestibular nuclei. The phenomena con- 
sequently vary. 

The analogies and differences of the labyrinthine 
and cerebellar activities are made evident by com- 
paring the functions of each system. The cerebel- 
lum is not the seat of any special sense, according 
to many physiologists. It is not the storehouse for 
labyrinthine impressions. Cases with cerebellar 
disease do not present any anomalies in compensa- 
tory reaction of the head and eyes. The perception 
of movement during rotation is intact in these cases. 
Organic functions and the muscular sense are 
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separated from the cerebellum. The anomalies in 
cerebellar cases consist in disturbances of mobility 
and muscle tonus. The fundamental symptoms of 
cerebellar cases are disequilibration, dysmetria, 
hypotonus, asynergy, and tremor. The cerebellum 
increases the duration of contraction and of tonic- 
ity, converting clonism into tonism. 

It is a noticeable fact that the phenomena of 
cerebellar disorder become exaggerated in the event 
that the labyrinth is also afflicted. Likewise symp- 
toms of a diseased labyrinth become augmented 
when complicated by a deranged cerebellar func- 
tion, suggesting an interrelationship in both normal 
and abnormal activity. 

While in labyrinthine disease the phenomena 
are comparable to those observed in disorders of 
the cerebellum, yet the analogy is not so close but 
that some differences may be observed. Laby- 
rinthine cases present a marked diminution in 
muscular energy and tonicity. Both hypotonus 
and loss of energy are much greater than in cerebel- 
lar disease. Disturbances in equilibration are 
quite characteristic and occur early. There are 
oscillations of the head and rotary motion, especially 
marked in bilateral lesions, the gait being uncertain 
and the base of support enlarged. These move- 
ments are more or less isolated, not forming an 
organized systematic group. as in disturbance of the 
cerebellum. If the amplitude of the oscillations 
of the head is great, the gait is zigzag or wavy. 
The labyrinth gives the individual his position in 
space. When there is a break in the vestibular 
mechanism, one loses perception of attitude and of 
progression, the oscillations of the head disturbing 
the equilibrium. 

Disequilibration is exaggerated by variations in 
the position of the head. In other words, abnormal 
attitudes of the head result from labyrinthine dis- 
turbance; hence disorientation of the head produces 
disorders of equilibrium. In normal, or even in 
cerebellar cases, appropriate reactions are made to 
resist disturbance in balance, but in vestibular 
cases there is no resistance to propulsion or latero- 
pulsion; no resistance is offered to falls. There is 
no reaction to an inclined plane or a moving surface. 
These individuals cannot perceive movements of 
rotation about a longitudinal axis. Vestibular 
cases and many deaf mutes, when rapidly rotated in 
a longitudinal axis, are not affected with vertigo. 
There is no reaction to such movements. Cerebel- 
lar cases react appropriately. This sustains the 
thought that the cerebellum is not the seat of 
perception for attitudes. In suppression of vestib- 
ular function the movements requiring precision 
are mostly affected. In a loss of muscle tonus 
there is a corresponding diminution in muscular 
sense; hence movements lose their potentiality 
and precision. The Romberg symptom is the rule. 
The ataxia is not the same in vestibular and cere- 
bellar cases. The former is characterized by dis- 
orientation of attitude and the Romberg symptom. 
In the cerebellar ataxia direction or orientation of 
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movement is preserved; sensibility is undisturbed; 
there is a reaction to propulsion; the Romberg 
phenomenon is absent. 

Three cases are reported illustrating the relation 
of the labyrinth to the cerebellum. 


Cushing, H.: Surgical Experiences with Pituitary 
Disorders. J. Am. M. Ass., 1914, Ixiii, 1515. 
By Surg., Gynec. & Obst. 

The author recalls the fact that much of our knowl- 
edge of pituitary disorders has revolved around the 
question of tumor, using the term in a comprehen- 
sive sense. It was the presence of a tumor which 
first led Marie, and, subsequently, Frohlich, to 
couple with this comparatively obscure gland the 
syndromes which bear their names; and as a usual 
thing, today, manifestations of tumor continue to 
be necessary guide-posts so that those who venture 
to predict pituitary disease in their absence do so 
with misgivings and merely on the ground that 
similar constitutional symptoms have been known 
to arise in conjunction with a growth. 

Aside from the presence of the tumor, the author 
states that pituitary disease may bear little rela- 
tion to the size of the lesion, for outspoken acro- 
megaly may occur with but little enlargement of 
the gland, and the counterposed secretory state may 
accompany a primary glandular hypoplasia, so 
that tumor may not enter into the question at all. 
Conversely, a surprisingly large tumor producing 
extreme distortion of the structures of the inter- 
peduncular space may give insignificant and hardly 
appreciable clinical evidence of its presence. 

Cushing particularly calls attention to the fact 
that endosecretory expressions of pituitary disease 
are rendered increasingly complicated as soon as 
an attempt is made to differentiate between the 
symptoms produced by two lobes of the gland, for 
they have very different physiologic activities. It 
is possible that there may be an overaction or under- 
action of one lobe alone, or an overaction of one 
lobe associated with insufficiency of the other; and 
as in the case of the adrenal cortex versus the medul- 
la, attempts have been made to disengage from the 
combined picture the symptomatology of a lesion 
confined to one or the other of the anatomic di- 
visions. Furthermore, additional complexity is 
added by the polyglandular nature of every ductless 
gland disorder, which in some cases is so apparent 
as to make it doubtful which of the endosecretory 
organs is primarily at fault. 

The author confesses to the difficulty of satis- 
factorily classifying all of the examples of hypophy- 
seal disease of which he has records, but to give some 
idea of the character of the cases which he is to 
review from the standpoint of surgical treatment, he 
divides his cases into two groups: viz., those cases, 
1o1r in number, presenting definite tumor manifes- 
tations, and those, 47 in number, without local signs 
of the disease. These tor cases may be con- 
veniently subdivided into the 48 cases in which 
the tumor has apparently arisen from some supra- 


INTERNATIONAL ABSTRACT OF SURGERY 


sellar source—usually from a congenital anlage— 
and the 53 cases in which an actual enlargement 
(struma) or tumefaction of the gland itself has 
served to call forth the local symptoms. The 
148 cases are further classified on the basis of their 
endosecretory or constitutional symptoms, irrespec- 
tive of a tumefaction or otherwise of the gland or its 
environs: (1) endosecretory symptoms on the side 
of hyperpituitarism; (2) endosecretory symptoms 
on the side of hypopituitarism; (3) endosecretory 
symptoms of a polyglandular character. 

Regarding operative statistics, in the series of 
148 patients with evidences of a hypophyseal de- 
rangement manifestations of tumor were present 
in ror cases. In of these cases surgical measures 
were undertaken. In a number of patients in the 
earlier series, operations were attempted which 
experience has shown to have been unwise, but 
possibly these are offset by the number of favorable 
cases in the series that have refused operation. 
Hence it may be roughly estimated that about two- 
thirds of the individuals with outspoken pituitary 
disease suffer from defects of vision or from pressure 
discomforts, capable of some measure of surgical 
relief. 

The various types of operation, from the side, 
from in front, and from below, the author indicates 
as follows: 


Opera-  Fatal- 

Cases tions ities 

Subtemporal decompressions. . 33 37 2 
Subtemporal explorations... .. 8 ° 
Subfrontal explorations....... 5 6 I 
Transphenoidal decompressions 16 16 3 
Transphenoidal extirpations. 58 4 
125 10 
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Roth, P. B.: The Treatment of Torticollis. Brit. 
M.J., 1914, ii, 667. By Surg., Gynec. & Obst. 


The paper is a plea for subcutaneous tenotomy 
and not the open operation. Roth has searched the 
literature for the reasons for abandoning the 
tenotomy operation but discounts the few he was 
able to find. The technique is given in detail as 
follows: 

Place the patient under a general anesthesia; 
paint the neck with iodine; while the tendon is being 
made prominent by gentie traction, introduce with 
the blade held vertically a sharp-pointed, short- 
bladed tenotome immediately to the inner side of 
the sternal head, half an inch above the sternum; 
when the way is clear to the tendon withdraw, and 
insert a blunt-pointed tenotome, insinuate it care- 
fully behind the tendon, turn the blade at right 
angles to the tendon, and stroke the tendon with 
little short strokes while the anesthetist puts the 
muscle on the stretch; the tendon gradually gives 
way as bundle after bundle of fibers are cut through; 
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there is no hurry; half a minute may be taken to 
divide the whole tendon. When the tendon is 
divided, withdraw the tenotome and at once seal 
the opening with celloidin and gauze. 

After the sternal tendon is divided the clavicular 
tendon, if it require division, at once springs up into 
the area of operation and appears as a tense band 
under the skin, just as the sternal tendon had pre- 
viously done. The sharp tenotome is again taken, 
a vertical puncture again made at the inner side 
of this tendon, and the operation completed exactly 
as before. Noattempt is made to divide deep bands 
of fascia. After the first pad of gauze and celloidin 
is set, or, if both tendons have been divided, after 
the second pad, the surgeon takes the patient’s 
head and firmly but gently twists it around until 
the chin is over the shoulder of the affected side; as 
it is moved around, any bands of fascia which 
perhaps still retain the head in a bad position give 
way. Turning theheadstraight again, the operator 
bends it sideways until the ear on the unaffected 
side can be made to touch the shoulder on that side. 
The head is then laid straight, a pad of wool fixed 
over the gauze with strapping, and the patient left 
until the next day, when the same two movements 
are performed again. On the third day the patient 
is allowed up. M. S. HENDERSON. 


Hunnicutt, J. A.: The Absence of Hyperplasia of 
the Remainder of the Thyroid in Dogs; Auto- 
transplantation of the Thyroid. Am. J. M. 
Sc., 1914, cxlviii, 207. By Surg., Gynec. & Obst. 


The author notes that in 1887~1888 Halsted 
showed that in dogs hypertrophy took place in the 
remaining portion of the thyroid gland after small 
pieces of the lobe had been removed. In the ex- 
periments recorded by the author the operation of 
piecemeal removal was performed on 39 dogs, and 
the wounds, with few exceptions, healed absolutely 
per primam. In only one of these 39 dogs did the 
remainder of the thyroid present a picture of marked 
glandular hyperplasia. In experiments on 36 dogs, 
only 3 of the pieces obtained at the second operation 
or at autopsy differed microscopically from the 
pieces removed at the first operation. In these 
three instances the change was from early glandular 
hyperplasia to normal. 

Of 42 transplantations, 19 were successful. The 
amount of privation of thyroid gland in the animals 
yielding the living graft varied from one-fifth of one 
lobe to one and seven-ninths lobes. Two-thirds of 
one lobe was removed from one dog, and a portion 
of this piece was transplanted at the same operation. 
The graft was not removed at the second operation 
nor at the third, when the gland in the neck was 
reduced in amount to four-fifteenths of one lobe. 
The graft was obtained at the fourth operation when 
it had been in the abdominal wall for six months; it 
had changed from normal to very early glandular 
hyperplasia. The four-fifteenths of the one re- 
maining lobe in the neck of this dog has undergone 
the same change. 
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From the author’s experiments and study he 
makes the following summary: 

1. One and three-fourths of the dog’s thyroid 
gland may be removed without appreciably affecting 
the remainder of the gland. 

2. Inonly 3 of the 59 dogs on which the operation 
of piecemeal removal was performed did the remain- 
ing gland change from a normal to a hyperplastic 
state. 

3. In 5 of the 50 dogs the remaining gland revert- 
ed from the early hyperplastic state to the normal. 

4. When a diagnosis of some degree of hyper- 
plasia was made at the first operation, the pieces 
removed from the same dogs at subsequent opera- 
tions had not undergone further hyperplasia. 

5. Of the pieces removed from 56 dogs at the 
first operation, 58 per cent were normal, 32 per cent 
showed early glandular hyperplasia, 5 per cent 
showed marked glandular hyperplasia, and 5 per 
cent showed very early glandular hyperplasia. 

6. Definite increase in the size of the remaining 
gland — hypertrophy — was not observed. 

7. The remains of the thyroid lobes, the accessory 
thyroids, and the successful grafts in a given dog, 
presented the same histological picture. 

8. In no dog was myxoedema or tetany observed 
in which as much as one-fourth of the thyroid and 
one entire parathyroid gland were preserved. 

GrorGE E. BreILBy. 


Ball, C. F.: Clinical Application of Abderhalden’s 
Reaction to Enlargement of the Thyroid. 
Tnterst. M. J., 1914, 1077. 

By Surg., Gynec. & Obst. 

According to the author, Abderhalden’s reaction 
has shown the presence of 0.4 per cent of amino- 
acids in normal blood. In diseased conditions this 
amount is increased, producing a hyperamino- 
acidemia. The protective ferment is produced 
by the group of cells being invaded, and it has a 
specific digestive action against the invading cells. 

The author claims that in thyroid enlargements 
the application of the test tends to demonstrate 
that a specific ferment is produced for the condition 
present. Any diseased condition of the gland will 
produce a ferment that will digest normal thyroid, 
but only in true carcinoma of the gland will a cancer- 
splitting ferment be produced. Carcinoma and 
— produce a ferment that reacts interchange- 
ably. 

Three goiter cases are reported. A carcinoma 
with metastases in the regional lymphatics and a 
recurrent sarcoma of the thyroid gave positive 
reaction. An exophthalmic goiter gave a negative 
reaction with cancer proteid as a substrate. 

I. H. FAuts. 


Lahey, F. H.: Thyroid Operations under Local 

Anesthesia. Boston M. & S. J., 1914, clxxi, 508. 

By Surg., Gynec. & Obst. 

The experience and conclusions from a series of 

operations upon the thyroid under local anesthesia 
are reported by the author. 
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The patient is given one-fourth grain of morphia 
one-half hour before operation, and is then covered 
in such a way that a towel or sheet covers the face 
but does not lie on it, its upper edge being held by 
a nurse who sits by the patient to reassure her and 
so that the operator may watch the recurrent la- 
ryngeal nerve. 

Injection is made with a syringe of large barrel 
but small needle. A fresh solution of 2 per cent 
novocaine with 15 minims of adrenalin to the 
ounce is used. 

The first infiltration is made across the neck in 
line with the proposed collar incision. The author’s 
experience has been that it is more satisfactory if the 
infiltration is made into the skin than if a large in- 
filtration is made in the areolar tissue beneath the 
skin. 

The incision is made through a visible line of 
infiltration down to the platysma muscle. If the 
veins now passing through the muscles are to be 
clamped, the novocaine solution is injected around 
the larger veins. 

The injection between the platysma and the two 
underlying muscles being accomplished, after the 
flap is turned up exposing them, a little of the solu- 
tion is injected along the anterior borders of the 
sternomastoid, which are then dissected free from 
their attachments to the sternohyoid. 

Without further infiltration the longitudinal 
incision is made in the median line through to the 
sternohyoid and thyroid down to the anterior 
surface of the gland. 

The incision is then enlarged to the upper at- 
tachment of the sternohyoid upward and to the 
sternal notch downward. The sternothyroid is 
freed on each side on the anterior surface of the 
gland by sweeping the index-finger beneath the 
muscles upward and downward and gradually out- 
ward until both sides are entirely clear. A few 
injections are then made across the sternohyoid 
and sternothyroid to overcome the very slight pain 
produced by closing the double set of clamps 
transversely on either side. Cutting between the 
clamps is then not productive of any pain, if done 
with a sharp knife. Next the superior thyroid is 
clamped. The removal of one lobe or isthmus or 
both lobes may be proceeded with as with general 
anesthesia. The thyroid has little sensitiveness. 
After removal of a portion of the gland and tying 
of the vessels an injection is made beneath the 
center of the collar incision and a pair of snaps 
worked so that a drain tube can be drawn through. 

The sternohyoid, thyroid, and platysma are 
sutured without further infiltration; also the skin 
is painlessly sutured even if the operation consumes 
an hour. Eight cases were operated on in this 
manner by the author. 

The conclusions are: 

1. The operation can not be said to be entirely 
free from pain, although the pain is only slight. 

2. The operation takes one-third longer to ac- 
complish than by other methods. 


INTERNATIONAL ABSTRACT OF SURGERY 


3. The technical difficulties are no greater and, 
in the opinion of the author, even less than with 
ether. 

4. Post-operative recoveries have been more 
comfortable than with general anesthesia. 

5. The procedure, as a whole, has been sufficiently 
satisfactory to the author to cause him to wish to 
continue to use it, particularly in toxic cases. 

A. Henry 


Halsted, W. S.: The Significance of the Thymus 
Gland in Graves’ Disease. Bull. Johns Hopkins 
Hosp., t914, Xxv, 223. By Surg., Gynec. & Obst. 

Halsted has long been impressed by the interrela- 
tion of the various ductless glands, and particularly 
the relation of the thymus to the thyroid gland 
and its bearing upon the various symptoms which 
are classed as being those of Graves’ disease. This 
article forms a valuable contribution to the litera- 
ture on the subject. 

He states that from the facts gleaned at the 
autopsy table, from experiments on animals, and, 
above all, from the results following primary thy- 
mectomies, there is gleaned convincing evidence 
that the thymus gland may play an important part 
in Graves’ disease, and in some cases assume the 
title réle. Some of the most puzzling features of 
the disease have been made clear by the discovery of 
the influence which the thymus may exert. He 
believes that there is little doubt that the secretions 
of the two organs concerned in the production of 
the Basedow picture are related. Antagonistic 
factors are also at work in the two glands, the 
presence of which is indicated sometimes directly 
and sometimes indirectly by the behavior of other 
organs. 

A number of cases are cited from the author’s 
practice, and also from the practice of other surgeons, 
bearing out his views that the hyperplastic thymus 
in exophthalmic goiter may display an action es- 
sentially similar to that of the thyroid and that the 
thymus persistens aggravates the symptoms of the 
disease. 

Primary thymectomies uncomplicated by stru- 
mectomy, and secondary thymectomies in cases 
not sufficiently relieved by resection of both lobes of 
the thyroid, would be the operations of choice for 
those searching for the essence of the Basedow 
thymus. The combined operation would be avoided 
by them as much as possible until it became more 
definitely known how profoundly and in what 
particulars the thymus may influence the disease. 

GeorcE E. BEILBy. 


Walton, A. J.: The Operative Treatment of Exoph- 
thalmic Goiter. Practitioner, Lond., 1914, xciili, 
§II. By Surg., Gynec. & Obst. 


In a lengthy discussion and a critical review of the 
literature, the author considers the various phases 
of this disease under the following headings: 

1. Isthe disease due to an excess of thyroid secre- 
tion? 


2. Are the results of medical treatment satis- 
factory? 

3. Is operation associated with a high mortality? 

4. Are the results of surgical treatment more 
satisfactory in the end than those of medical? 

5. Is there any danger of myxcedema following 
operation? 

He reports a series of 14 cases operated upon, the 
results of which may be summarized as follows: 

In several of the cases, on account of the short 
period intervening, the author was unable to give 
any definite conclusion; all, however, showed 
distinct improvement. In one case, this improve- 
ment was slight, and in another case there was a 
certain amount of recurrence of the symptoms after 
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Guthrie, D.: The Rodman Operation for Breast 
Cancer. J. Am. M. Ass., 1914, lxiii, 1256. 
By Surg., Gynec. & Obst. 

Guthrie and his assistant, Molyneux, have per- 
formed the Rodman operation 74 times in the last 
3 years, and while the time has been too short to 
reach any conclusions as to results, they are im- 
pressed with its good points and believe it to be one 
of the best radical operations. 

In the operation Rodman emphasizes the im- 
portance of a primary axillary dissection; when the 
axillary involvement is known many advanced 
cases need not be subjected to a radical operation. 
The primary incision is a straight one, beginning 
one inch below the clavicle, two finger-breadths 
from and parallel to the sulcus between the deltoid 
and pectoralis major muscles. The axilla is ex- 
posed by severing the pectoralis major and minor 
tendons. The clavicular portion of the pectoralis 
major is left, unless the tumor is in the upper outer 
quadrant. The dissection of the axilla begins from 
above downward and within outward. The 
acromial, long and alar thoracic, and subscapularis 
arteries and veins are tied and cut; no enlarged 
glands are dissected out, the axillary contents being 
removed en masse. 

The breast is removed by an incision beginning 
at the middle of the primary incision, encircling 
the breast and extending downward to a point 
midway between the ensiform and umbilicus. 
The subcutaneous tissues are everywhere cut on a 
slant to undermine the skin, as Rodman and Judd 
believe that the spread of cancer-cells is along the 
lymphatics of the superficial and deep fascias. 

Rodman advises exploring the supraclavicular 
glands by means of a separate incision if the growth 
is in the upper hemisphere or if the axillary glands 
are extensively involved. The upper portion of the 
sheath of the rectus is dissected away with the pec- 
toralis major and minor. 
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a temporary marked improvement. The author, 
however, thought that possibly in this latter case 
enough of the gland had not been removed. Of 
the remaining 12 cases, 8 returned to work in from 
two to three months after operation and have since 
been able to continue it; the other 4 who had 
been operated upon less than three months before 
had not been allowed to attempt work, although 2 
of them had expressed themselves as capable of 
doing so. The exophthalmos has disappeared 
entirely in 4 cases, is very slight in 3, and has 
considerably improved in 4 others; 8 cases still 
have slight palpitation and dyspnoea on exertion, 
but in 5 of them to a slight degree only. 
GeorcE E. 


THE CHEST 


The closure of the wound is begun where it is 
started, near the clavicle. Closure of the oval is 
begun at the sternal end. Usually the closure can 
be completed without the use of skin-grafting. 
The author does not employ drainage except in 
fleshy patients or those in which there has been an 
undue amount of trauma, and he says that his 
patients are rarely troubled by serum. 

EUGENE Cary. 


Fetterolf, G., and Arnett, J. H.: A Case of Spren- 
gel’s Deformity. Am.J.M.Sc., 1914, cxlviii, 521. 
By Surg., Gynec. & Obst. 

The authors report a case in which the scapula 
had a triangular facet on its vertebral border just 
below the spine. This facet articulated with a 
triangular shaped exostosis arising from the right 
lamina of the sixth cervical vertebra. The articu- 
lation was covered with a capsule in which fluid 
was enclosed. 

The right lamine of the fifth, sixth, and seventh 
cervical vertebre had not joined, causing a condition 
of spina bifida. This exostosis had prevented ab- 
duction of the arm beyond the horizontal. 

The case also presented anomalies in the muscles. 
There were anomalous slips, and, in one instance, 
the rhomboideus major and minor, as muscles were 
absent, their place being taken by white connective 
tissues whose fibers took the same general direction 
as those of the missing muscles. 

James O. WALLACE. 


McWilliams, A.: Subscapular Exostosis with 
Adventitious Bursa. J. Am. M. Ass., 1914, 
lxiii, 1473. By Surg., Gynec. & Obst. 


The author reports a case of exostosis on the 
anterior surface of the left scapula about an inch 
and a half above the lower angle. The patient, a 
girl of eighteen, complained of pain in the affected 
region which was increased and accompanied by a 
grating sound on motion. The scapula had been 
growing more prominent since a fall twelve years 
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before. The diagnosis was made by réntgenogram 
and the growth removed by chiseling. It was 
2.05 cm. by 2 cm. by 1.05 cm. in size, and con- 
sisted of bone surrounded by cartilage and a cystic 
wall of fibrous tissue. The symptoms were en- 
tirely relieved by operation and the shoulder re- 
sumed its normal appearance. W. A. CLARK. 


Dunham, K.: New Applications of Artificial Pneu- 
mothorax as a Therapeutic Measure. Am. J. 
Réntgenol., 1914, i, 331. By Surg., Gynec. & Obst. 


The author discusses at length the relative merits 
of the diagnosis of chest conditions by auscultation 
and percussion and by the réntgen method. He 
considers study by stereoscopic réntgenograms in- 
dispensable, not only for the selection of cases 
suitable for nitrogen injection but also for the proper 
study of the progress of the disease and the manage- 
ment of therapeutic measures. 

By auscultation and percussion it is impossible 
to map out the position or extent of collapsed lung 
or to define the heart outlines, but the réntgeno- 
grams give positive information regarding these 
questions. 

While artificial pneumothorax had been pre- 
viously resorted to as a curative measure only in 
pulmonary tuberculosis, the author used the proce- 
dure in treating a case of aneurism, hydropneumo- 
thorax, haemothorax, and pleurisy, with recurring 
fluid. Wo. A. Evans. 


Burnham, A. C.: Post-Operative Pleurisy with 
Effusion and Empyema. Surg., Gynec. & Obst., 
1914, xix, 468. By Surg., Gynec. & Obst. 

Pleurisy with effusion and empyema are not un- 
common following abdominal operations, especially 
laparotomies for suppurative conditions in the upper 
abdomen. 

There were 14 cases of pleurisy with effusion 
and 5 cases of empyema in a series of 13,013 op- 
erations. Two cases of empyema occurred in a 
group of 150 operations upon the stomach and 
duodenum. 

An idiopathic pleurisy with effusion or empyema 
on the right side should always arouse suspicion of a 
subphrenic abscess, or gastric or duodenal ulcer. 

Serous fluid in the chest following an operation 
upon the abdomen is the most common type of 
effusion, and the majority of the cases recover; but 
empyema, while less common, is extremely fatal, 
the mortality of the cases studied being too per 
cent. Fever was constantly present in all cases, 
but many cases of pleurisy occurred in which there 
were no subjective symptoms referable to the chest. 

The relation between post-operative empyema 
and subphrenic abscess should be emphasized. 
A purulent effusion in the right chest after an opera- 
tion for a suppurative abdominal condition is al- 
most always associated with an abscess beneath 
the diaphragm. Consequently such an effusion 
should always lead to the immediate exploration 
of the subphrenic space, even in those cases in 
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which there are no signs or symptoms referable to 
the abdomen. 

Pleurisy with serous effusion may disappear 
spontaneously or may be cured by aspiration; but 
when the fluid is turbid or frankly purulent, treat- 
ment must be instituted to overcome the subphrenic 
infection as well as that of the pleural sac. 

Case histories, with autopsy reports, are given in 
detail, showing the relation of pleural infection to 
the primary disease. 


Haines, W. D.: Tumors of the Mediastinum. 
West. Surg. Ass., Denver, 1914, Dec. 
By Surg., Gynec. & Obst. 


The classification of tumors constitutes one of 
the most changeable and unsatisfactory chapters 
in surgical pathology; each textbook contains a 
different classification and each author thinks he has 
the best; there is, however, an encouraging note in 
the wide discrepancies of opinion in books published 
within the quarter of a century just passed, in that 
with the increase of knowledge concerning causal 
factors in the production of tumors there has come 
a gradual diminution in the number of morbid con- 
ditions formerly known as tumors. This better 
comprehension of production of tumors has resulted 
in the combining under one head of a number of con- 
ditions which were formerly considered as inde- 
pendent. 

Uppermost in this evolution is the recognition by 
investigators that tumors are made up of tissues 
normally present in the human body; i. e., the new- 
growth is but a new arrangement of old structures. 
This does not imply that the new-growth is made 
up of tissues identical with its immediate surround- 
ings, but that the component parts may be found 
existing normally in the body. Chondromata occur- 
ring in glandular tissue, dermoid cysts of the ovary, 
and numerous other examples will come to mind 
wherein totally unlike “foreign” tissue has been 
found in tumors; but upon examination it is found 
that such “‘foreign”’ tissue exists as such elsewhere 
in the body, and the task of explaining the presence 
of such tissue in an unusual location is left to the 
imagination. 

By far the greater number of intrathoracic 
tumors are located in the mediastinum, except 
aneurism they nearly all have their origin in the 
glandular tissue contained in this space. Neoplasms 
of the chest occurring outside the mediastinum usual- 
ly involve these spaces in the course of their develop- 
ment. While it is manifest that the site of the tumor 
will dominate the clinical manifestations which 
accompany its development and determine the line 
of treatment to be instituted, still it is of more 
importance to determine the true nature of the 
growth and the effect it will produce on the sur- 
rounding structures. The scheme of diagnosis, 
therefore, should include careful consideration of 
the early and more or less obscure symptoms em- 
bracing muscular pains, irregular heart action, diffi- 
culty in breathing or swallowing, spasmodic affec- 
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tions of the laryngeal muscles, and pleuritic irrita- 
tion and cough with or without effusion. These 
growths may be classed as benign and malignant 
tumors: the former group including aneurism, gum- 
ma, and tuberculosis; the latter including sarcoma 
and carcinoma. 

Conclusions founded on observations of the natu- 
ral history of these several growths will best serve 
for their early recognition and differential diagnosis. 
Some of these growths run a much more rapid course 
than others; some present marked constitutional 
symptoms and serious impairment of the general 
health long before symptoms referable to the chest 
manifest themselves. 

Growths springing from the connective tissue in 
the mediastinum—sarcomata—may attain con- 
siderable size without producing symptoms, owing 
to the laxity of the tissue and the ease with which 
enlargement may take place in all directions. In 
the author’s opinion this is a valuable point to re- 
member in attempts at localization of chest tumors. 
The site of aneurism is more or less fixed and it is 
in this type of cases that those enormous deformities 
of the chest are encountered, such as bulging, 
erosion, and fracture of the bony cage. Extensive 
deformity occurring relatively early in the history of 
intrathoracic neoplasms may be induced by im- 
plication of a bronchus which causes collapse of the 
corresponding lung and compensatory expansion of 
the opposite side. 

Painin some degree is usually present, but the chief 
complaint of the patient suffering from mediastinal 
tumor will be his inability to get his breath; the 
pain, cough, and aphonia are annoying but the 
dyspnoea is persistent and terrifying, filling the pa- 
tient’s mind with ominous forebodings. This, the 
most prominent of the subjective symptoms, is 
characterized by a wide discrepancy between the 
amount of exercise and the respiratory disturbance 
which follows. The author states that he has seen 
a patient sitting in perfect comfort bring on a violent 
spasmodic coughing seizure and serious respiratory 
embarassment by merely walking across the room. 

A résumé of the more prominent differential 
diagnostic points and a report of two cases operated 
upon by the author concludes a paper on a subject 
not frequently mentioned in surgical literature. 


TRACHEA AND LUNGS 


Pirie, A. H.: Pulmonary Abscess. Suwurg., Gynec. & 
Obst., 1914, XiX, 540. By Surg., Gynec. & Obst. 
The author cites five cases illustrating the value 
of X-rays in the diagnosis and treatment of abscess 
in the lung. Three of these cases were shown by 
X-rays to be suitable for operation. Of the remain- 
ing two, one was also suitable, but was complicated 
by the presence of tubercle bacilli in the sputum. 
The fifth case presented the clinical signs of abscess, 
but X-rays demonstrated that operation was not 
indicated, as no localized collection of pus was 
present, but rather a large dense area corresponding 
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to a gangrenous lung. In the latter case operation 
was followed by death. In the first three cases recov- 
ery followed operation, with gain in weight in each 
case. The case of abscess accompanied by ex- 
tensive tuberculosis was not treated. The following 
conclusions may be drawn from the author’s data: 

1. Abscess in the lung partly filled with pus and 
partly with gas can be diagnosed by X-rays. 

2. A negative made with the patient lying prone 
is of no value. 

3. A negative made with the patient erect will 
not show the condition unless the horizontal ray from 
the X-ray tube has passed through the horizontal 
upper border of the fluid. 

4. It is essential to make a fluoroscopic screen 
examination with the patient erect, and to move the 
X-ray tube from the level of the upper part of the 
chest to the lowest part of the chest in looking tor the 
horizontal line. It may even be necessary to turn 
the patient from side to side in order that the horizon- 
tai line may be shown exactly. 

5. The horizontal line having been found, the 
patient should be placed on the affected side, the 
hips being raised a little so the spine will be horizon- 
tal, an anteroposterior screen examination should 
be made, andit will be found that the horizontal line 
of the fluid in the abscess is parallel with the spine. 
The upper and lower levels of the abscess are thus 
defined. 

6. Stereoscopic views of an abscess do not appear 
very clear, as neither the horizontal line nor the 
congested tissues around the abscess lend themselves 
to stereoscopic work. An attempt should be made 
to localize the gas above the abscess. A practical 
method is to place lead buttons in front of and be- 
hind the chest, so that they are inline with the gas 
in the abscess; then change the position of the tube 
and repeat the proceeding; join by imaginary 
lines the positions of the first two lead buttons and 
of the second two. The gas lies where these im- 
aginary lines meet and a sufficient idea is gained of 
the depth to help the surgeon in his operation. 

7. The surgeon should smell the trochar after 
each exploratory puncture.  ArtHuR B. Eustace. 


Carl: Experimental Studies in Influencing Pul- 
monary Tuberculosis by Operation on the 
Phrenic Nerve (Experimentelle Studien iiber 
Beeinflussung der Lungentuberkulose durch opera- 
tive Massnahmen am Nervus phrenicus). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Carl tested the effect of unilateral section of the 
phrenic nerve on the thorax and thoracic organs in 
experiments on rabbits. The operation was easy, 
but care was taken to cut the phrenic deep enough, 
below the root of the sixth cervical nerve, a branch 
of which it frequently carries. Pieces 1 to 1.5 cm. 
long were resected, whereupon the thorax on the 
side operated upon became still immediately. 

Autopsy after a few months showed that the thorax 

on that side had sunk in, and that there was more 
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or less contraction of the lung, even in the upper 
lobe; this was of an extreme degree in some cases. 
When the animals had been infected with tuber- 
culosis before the operation, there was always less 
development of the tuberculosis on the side where 
the phrenic had been cut. The author thinks, 
however, that these results, which were so good in 
animal experiments, cannot be considered as holding 
good in man, as other conditions prevail in regard 
to the mode of infection. 

SAUERBRUCH of Ziirich believes that in the 
operative treatment of pulmonary tuberculosis one 
of the most essential points is the choosing of the 
right cases for operation. Older cases are better 
fitted for operative treatment than the more recent 
ones. The prognosis of tuberculosis depends, not 
only on its extent, but also on the nature of the 
disease, and as this cannot be known before the 
operation, it is sometimes not possible to avoid 
doing harm by the operation. He has operated on 
177 cases and the operation had a bad effect on the 
disease in 27, but there were so many cases of 
marked improvement to offset this that a contin- 
uance of operative treatment is decisively indicated. 
It is the fibrous forms that are best fitted for opera- 
tion. It must not be forgotten that even circum- 
scribed tuberculosis may be much more extensive 
than can be demonstrated. Even apparently 
unilateral tuberculosis is generally bilateral. In 
spite of that, unilateral operation is justified if a 
markedly progressive process is not demonstrable 
in both lungs. In 122 of his 177 cases Sauerbruch 
performed a unilateral extrapleural thoracoplasty. 
Three of these patients died from the operation and 
27 were unfavorably influenced by the operation and 
died later. In 65 cases there was marked improve- 
ment and in 24 cases there was recovery; that is, the 
sputum, which had been abundant, disappeared and 
the patients could resume their work. These were 
mostly very severe unilateral cavernous forms of 
pulmonary tuberculosis. He speaks of cure only 
when it has persisted for at least two years. Section 
of the phrenic and the high position of the dia- 
phragm resulting from it is useful only in combina- 
tion with other methods, chiefly extensive thoraco- 
plasty. He reiects the proposed method of filling 
cavities, as it can only cause partial thoracoplasty 
and as the filling is generally discharged from a non- 
aseptic region as a foreign body. 

Wims of Heidelberg also treats the beginning 
stages of unilateral tuberculosis surgically. He has 
recently performed extensive resection of the ribs, 
but there is no essential difference between his 
wedge-resection and Friedrich’s thoracoplasty. As 
extensive rib resection produces a high position of 
the diaphragm, section of the phrenic is super- 
fluous. He has had no unfavorable results with 
filling. Paraffin filling was used once successfully, 
lead was discharged once. Fat takes better, as 
has been shown by autopsy — living cells could be 
demonstrated in the transplanted fat after 17 days. 
In rib resection he crushes the intercostal nerves, 
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as this produces anesthesia of the wall of the 
thorax. Of his cases, 4 recovered and 7 were im- 
proved. 

FriepricH of Kd6nigsberg operates only on 
severe progressive cases and has written a disserta- 
tion in which he reports 8 cases of severe pulmonary 
tuberculosis. Hzamoptysis was observed in several 
of these before operation, but it never reappeared 
after operation. He showed one of these patients 
in excellent condition, and showed réntgen pictures 
demonstrating the complete contraction and atrophy 
of the lung. KaTZENSTEIN. 


HEART AND VASCULAR SYSTEM 


Werelius, A.: Experimental Surgery of the Heart, 
Lung, and Trachea. J. Am. M. Ass., 1914, xiii, 
1338. By Surg., Gynec. & Obst. 


The author’s experiments were carried out upon 
120 cats. The conclusions are as follows: 

1. The death-rate in the heart work was 38 per 
cent, in the lung research 50 per cent, and in the 
tracheal. experimentation only one case out of 
twenty-five was saved. 

2. Cats without heart-sac show very little, if 
any, disturbance. 

3. If at the end of an operation on the heart 
the organ is acting poorly it is almost always fatal 
to suture the heart-sac. 

4. The making of a new heart-sac from trans- 
planted tissue is not very promising. 

5. The opening in the pericardium should not be 
made too near the base of the heart, as sewing it 
may cause too much traction on the vessels and, 
incidentally, on important centers. 

6. Extreme traction on the heart is one of the 
greatest dangers in heart surgery. 

7. Through-and-through aseptic puncture 
wounds, unless through certain danger regions, 
create only a temporary disturbance. 

8. Auscultatory findings were few in the oper- 
ated heart of the cat. 

9g. The marvelous recuperative power of the 
heart is demonstrated by the recovery from multiple 
extensive operations on the organ. 

10. The local atelectasis produced by pressure 
from sponges should be remedied by forcible ex- 
pansion of the lung before the chest is closed. 

11. The collapse of the chest wall in unilateral 
excision of the lungs is somewhat counteracted by 
mediastinal removal. 

12. Certain contractile movements of the trachea 
are observed in excessive expiratory efforts. 

13. In section and suture of the intrathoracic 
trachea a number of animals died from respiratory 
failure—seemingly reflex. Jas. H. SKILEs. 


Tuffier, T., and Carrel, A.: Patching and Section of 
the Pulmonary Orifice of the Heart. J. Exp. 
Med., 1914, Xx, 3. By Surg., Gynec. & Obst. 


The authors’ purpose in these experiments was 
to develop a technique by means of which the pul- 
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monary orifice could be enlarged. The operation 
consisted in suturing to the anterior side of the ori- 
fice a venous patch which permitted an increase 
in the circumference of the orifice after the arterial 
wall had been incised. The technique which was 
employed is described in detail by the authors, also 
their after-care of the wounds and the animals. 
The operation was carried out on 8 dogs; 6 of the 
animals survived and were in good health more than 
six months after the operation. The experiments, 
therefore, seem to show that it is possible to per- 
form an operation the object of which is to increase 
the circumference of the pulmonary orifice without 
much endangering the life of the animal. This leads 
the authors to hope that operations of this type may 
in time be employed in the treatment of stenosis of 
the pulmonary artery in man. Georce FE. Betsy. 


Carrel, A.: Experimental Operations on the Sig- 
moid Valves of the Pulmonary Artery. J. 
Exp. Med., 1914, xx, 9. By Surg., Gynec. & Obst. 


The purpose of the author’s study was to ascertain 
whether and to what extent intracardiac operations 
could be performed with safety, particularly those 
that might be devised for cauterization of infected 
valves, the suture of the foramen ovale, or of two 
valves in a case of insufficiency, and other plastic 
operations. The operations mentioned form a dif- 
ferent class from those which have so far been per- 
formed, because they involve the stoppage of the 
circulation through the cavities of the heart and the 
passage of air into the cardiac cavities and require 
great speed of execution. 

The author, at the beginning, expresses his doubt 
as to whether the operation may ever be applicable 
to human surgery. He finally concludes that in- 
cision, suture, and cauterization of the sigmoid 
valves of the pulmonary artery have been performed 
successfully in dogs. In the first series of ten animals 
there were only three accidents, probably from large- 
ly preventable causes, leading to the death of the 
animals. GeorcE E. Bey. 


Brauer, L.: The Treatment of Inflammations and 
Adhesions of the Pericardium (Die Behandlung 
der Herzbeutelentziindungen Verwachsungen). 
Hamb. med. Ubersech., 1914, i 

By Zentralbl. f. d. ges. "Chie, u. i. Grenzgeb. 


Pericarditis sicca should be treated by absolute 
rest of the body and analgesic remedies, especially 


in the cases with pronounced stenocardia. In the 
treatment of exudative pericarditis Brauer also 
recommends the use of diaphoretics, but he warns 
against the too early or too torced use of physical 
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means of diaphoresis, because of the danger of 
heart collapse. If there is empyema of the peri- 
cardium, incision and drainage should be performed 
as soon as possible. Toxic pericarditis, hydrops of 
the pericardium, hemorrhage into the pericardium, 
and pneumopericardium can be influenced little 
or not at all by treatment. In serofibrinous exuda- 
tive pericarditis one or more punctures frequently 
save life. 

As to diagnosis, the author points out that even 
with large exudates there may be a loud pericardial 
friction rub. The form of the heart dullness is 
frequently that of a blunt pyramid, but more often 
that of a large quadrangle. In the suppurative 
forms the indication is, of course, immediate opera- 
tion; in the other forms puncture is indicated. 
In rapidly increasing exudates that are compressing 
the heart and lungs puncture is a vital indication, 
in large exudates that are being absorbed it is a symp- 
tomatic indication. ‘The complete emptying out of 
a large exudate is neither possible nor necessary. 

For the puncture Brauer recommends Fraenkel’s 
trocar and gives a warning against the use of the 
ordinary puncture needles. The best place for 
puncture is that recommended by Curschmann, on 
the left side in the fifth or sixth intercostal space, 
sometimes considerably outside the mammillary 
line. In internal adhesions, which involve an 
obliteration of the pericardium, there are not neces- 
sarily any symptoms; these appear only when there 
is an indurated pericardium. 

In the diagnosis of external adhesions, important 
points are an extensive drawing in of the bony wall 
of the thorax above the heart on systole, followed 
by bulging of the wall on diastole; simultaneous 
with the latter there is a loud heart sound. In 
adhesions that involve the large vessels of the heart 
there is sometimes a chronic congestion of the liver; 
also swelling of the neck veins on inspiration. 

In the diagnosis of adhesions of the pericardium 
réntgen examination is important. As to prognosis 
and treatment, interference with the diastolic dila- 
tation of the heart can only occasionally be over- 
come by direct operation on the induration; but the 
interference with the systole can often be overcome 
to a surprising extent by cardiolysis; that is, the 
removal of the ribs over the heart, as far as possible 
with their periosteum. The operation can easily 
be done under local anesthesia, and consists in the 
resection of about to to 12 cm. of the fourth, fifth, 
sixth, and seventh ribs. Those cases are best 
adapted to cardiolysis where the disturbance is 
due chiefly to mechanical interterence with the 
heart’s action. HAECKER. 


ABDOMINAL WALL AND PERITONEUM 


Ziembicki: Surgery of the Lesser Peritoneal 
Cavity (Ein Beitrag zur Chirurgie des grossen 
Netzbeutels). Zentralbl. f. Chir., 1914, xli, 1480. 

By Surg., Gynec. & Obst. 


The author discusses the surgical importance of 
the lesser peritoneal cavity—bursa omentalis— 
and its anatomical relations. Pathologic conditions 
in the lesser peritoneal cavity that have been de- 
scribed include (1) hernias through the foramen of 
Winslow or through an atypica’ opening; (2) liver 
abscesses with cholelithiasis perforating through the 
foramen of Winslow into the lesser sac; (3) hamor- 
rhage into the sac caused by hemorrhagic pancrea- 
titis or rupture of an aneurism of the splenic artery; 
(4) traumatic exudates of lymph; (5) phlegmonous 
inflammation as a result of pancreatic necrosis 
with perforation into the lesser sac; and (6) pseudo- 
cysts and real pancreatic cysts developing in the 
lesser sac. 

The author reports two unique cases in this con- 
nection. The first case, a man of 42, gave a history 
of gastric distress, pain radiating to the shoulders, 
singultus, and vomiting for 5 years. Examination 
showed a swelling in the upper abdomen above the 
umbilicus with dullness. A pancreatic or mesenteric 
cyst was suspected. A bismuth X-ray showed the 
stomach to be distinct from the tumor. Operation 
revealed a tumor the size of a child’s head in the 
lesser peritoneal cavity. The fluid aspirated from 
the tumor was dark green and gave all the chemical 
tests for bile. The surface of the liver was smooth 
and the gall-bladder absent from its normal position. 
The diagnosis was enormously dilated gall-bladder 
in the lesser sac. A drain was inserted and the 
patient made a good recovery. Subsequently the 
patient vomited the same kind of material that 
came through the drainage tube; hence a com- 
munication between the duodenum, stomach, and 
tumor must have existed. The second case was 
diagnosed as a tumor of the liver but was found at 
operation to be a retroperitoneal tumor originating 
in the lesser sac. Necropsy confirmed this and 
histologic examination showed a fusocellular sarcoma 
with cystic degeneration. Only seven primary tu- 
mors of the lesser peritoneal cavity have been re- 
ported in the literature. E. P. ZEISLER. 


Imbert, L., and Zwirn, D.: Subumbilical Hernias 
of the Linea Alba Following Laparotomy 
(Hernies de la ligne blanche sousombilicale consécu- 
tives 4 la laparotomie). Arch. mens. d’obst. et de 
gynéc., 1914, lili, 476. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Hernias of the lower part of the linea alba are 
rare. 
matic. 
of them follow laparotomy. 


They may be either spontaneous or trau- 
The latter may be due to injury, but most 
It is generally found 
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in the history that healing was delayed by infection 
or that drainage had to be established for some 
reason. Spontaneous hernias are extremely rare; 
previous to 1904 there were only three cases in the 
literature. Like all hernias, true hernias of the 
linea alba have a sac of peritoneum which protrudes 
under the skin. Anatomically, they are to be com- 
pared to epigastric hernias. They should be 
treated surgically, for severe incarceration is not 
unusual. Knoop. 


Moschcowitz, A. V.: Strangulated Epigastric 
Hernia. Surg., Gynec., & Obst., 1914, xix, 520. 
By Surg., Gynec. & Obst. 


In view of the paucity of similar cases, Mosch- 
cowitz reports in detail the history of a case of a 
strangulated epigastric hernia. The hernia was 
made up of two portions: one, a mass the size of an 
orange, was composed of omentum which had 
become strangulated in a true hernial sac. while the 
smaller portion was merely the fat enclosed between 
the two layers of the falciform ligament of the 
liver, which had become prolapsed extraperitoneally. 
Operation was followed by recovery. 

After a careful search of the literature Moschco- 
witz was able to find only ten additional authentic 
cases of this malady, the pathogenesis of which 
the author discussed in a previous issue of SURGERY, 
GYNECOLOGY AND OBSTETRICS. 


GASTRO-INTESTINAL TRACT 


Hayes, M. R. J.: X-Rays in the Diagnosis of Ab- 
normalities of the Intestinal Tract. Clin. J., 
1914, xliii, 529. By Surg., Gynec. & Obst. 

Hayes states that to interpret accurately the 
various shadows produced by the intestines when 
loaded with an opaque substance is not by any 
means an easy matter, and in viewing the radio- 
grams it must not be forgotten that we are looking 
at the shadow cast by the object and not the object 
itself; secondly, that the shadow of a loop of in- 
testine when viewed obliquely sometimes gives the 
idea that the bowel is acutely kinked, when in 
reality the curve may be the arc of a circle which may 
not be at all sufficient to cause delay to the passage 
of intestinal contents. The author reiterates that 

the administration of purgatives on the day im- 

mediately preceding the giving of the bismuth meal 

increases the progress of the intestinal contents for 

a day or two afterward, and the routine administra- 

tion of laxatives as a prelude to the X-ray examina- 

tion of the intestinal tract is open to objection for 
this reason. The major portion of the article is 
taken up with a good description of strictures of the 
cesophagus which may be spasmodic, cicatricial, or 
malignant. Spasmodic strictures usually occur 
near the cardiac end of the tube. The food passes 
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down normally in an elongated oval mass, rounded 
at the head and tapering at the end. There is 
usually some dilatation above the contraction, but 
no food passes into the stomach. As more food 
is swallowed, the size of the shadow increases and 
the peristaltic movements become more violent, 
until after a few minutes the spasm relaxes and the 
contents enter the stomach with a sudden rush. 
Sometimes food is retained in the cesophagus for a 
considerable period, and there may be an inclination 
to regurgitate it; but in such cases the patients 
rarely vomit, and they can tell when the food has 
passed downward. 

In cicatricial contraction the former history aids 
in diagnosis. There may be seen on the screen 
one or more situations where some narrowing of 
the lumen exists, but the gr atest narrowing is just 
above the diaphragm. In these cases there is not, 
as a rule, complete hindrance to the passage of the 
food, which later may be observed to trickle through 
in a narrow stream. Here, again, the oesophagus 
is dilated above the site of the stricture, but peristal- 
tic movements are more active and violent, and as 
contraction follows contraction the contents some- 
times rise as high as the arch of the aorta, or there 
may be regurgitation. There is never a sudden 
emptying of the food into the stomach, as in cesopha- 
gismus. 

Malignant strictures are most commonly met 
with in men. The usual situation is near the car- 
diac end, but they frequently occur in the neighbor- 
hood of the level of the bifurcation of the trachea. 
Along the line of the cesophagus many dark shadows 
may be observed which are produced by malignant 
lymphatic glands. In cancer ot the oesophagus the 
food passes normally until it reaches the site of the 
stricture, through which, as in the preceding variety, 
it may pass in a thin stream, or there may be com- 
plete occlusion of the canal. Peristaltic move- 
ments are feeble or absent. E. H. SKINNER. 


Eisen, P.: Radiological Contributions to a Diag- 
nosis of Obstruction in the Alimentary Tract. 
Wis. M. J., 1914, xiii, 147. 

By Surg., Gynec. & Obst, 

The author enumerates the many advantages of 
réntgen diagnosis of obstructions in the cesophagus, 
stomach, and intestines. By the use of the opaque 
meal or an opaque enema in colon studies, the 
obstructions can be definitely located, the degree 
of obstruction determined, and the cause of the 
obstruction can often be determined. 

The importance of a complete and careful ex- 
amination of the entire tract, as well as of repeated 
examinations, is urged. Many deformities causing 
obstruction can be demonstrated to be due to 
spasms, and in these cases the source of the irritation 
is found farther along the intestinal tract. The most 
common example of this is the spasm of the duode- 
num due to an inflamed appendix. 

The author points out the value of the réntgen 
findings in determining the proper surgical treatment 
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of obstructions. It suggests the proper location for 
gastro-enterostomy, the necessary loops for a short- 
circuiting of the bowels, and, in cases of gastric 
carcinoma, it may show the futility of laparotomy. 
Wm. A. Evans. 


Brown, T. R.: The Value and Limitations of 
Fluoroscopic Examinations of the Gastro- 
Intestinal Tract. Maryland M.J., 1914, lvii, 247. 

By Surg., Gynec. & Obst. 


Brown’s method in gastro-intestinal bismuth 
examinations is as follows: The patient is given 
one ounce of subcarbonate of bismuth 18 hours be- 
fore the examination, a bowel movement being 
avoided if possible, and then another ounce 
thoroughly stirred up in a glass of water is given 
either just before or synchronous with the examina- 
tion. He prefers a fairly thick gruel of farina or 
oatmeal to water as a vehicle. 

The usual fluoroscopic examination with the 
patient in the upright and horizontal positions is 
described; then the author discusses the relative 
value of the fluoroscope and the radiograph. giving 
the classical comparison. He does not present any 
original items upon réntgenoscopy of the abdomen 
but gives a description of the various lesions and 
their réntgen interpretations. His conclusions are 
that the plasticity of the fluoroscopic method, the 
ability by its means to study the dynamics, as it 
were, of the gastro-intestinai tract, to enfold before 
us its physiology as well as its anatomy, _ the possi- 


bility of noting under our eyes the effect of the 


respiratory movement, of the change of position, of 
various forms of treatment, mechanical, medical, 
and otherwise—all these have made it a diagnos- 
tic aid in the field. To expect one method to solve a 
problem of great difficulty is fundamentally wrong 
—very few fluoroscopic findings are absolutely di- 
agnostic, individual interpretation of the picture 
presented varies definitely with the operator as al- 
most, if not absolutely, some of the pictures may 
be presented by different conditions. 
E. H. SKINNER. 


Price, E.: The Réntgen Ray and Bismuth Meal 
Method as an Aid in Diagnosis of Alimentary 
Disease. Edinb. M. J., 1914, xiii, 153. 

By Surg., Gynec. & Obst. 

Price believes that the most brilliant achievement 
of abdominal réntgenology lies in the direction of 
confirming conclusions already arrived at by other 
and better known methods than in that of making 
independent discoveries, and the nearer we approach 
to perfection with our skiagrams, the greater is 
the necessity for a thorough clinical examination. 

Price’s opaque meal consists of 2.5 oz. of bismuth 

oxychloride or pure barium sulphate and 2.5 oz. of 

bread crumbs with about 6 oz. of hot milk and sugar. 

Price considers only the réntgenoscopy of the colon, 

illustrating his text with several radiographs of 

quite usual cases, and a very beautiful réntgenogram 
of Hirschsprung’s disease. E. H. SKINNER. 
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Willson, H. S.: Routine Technique of the Test- 
Meal and Bismuth X-Ray Work. J.-Lancet, 
IQ14, XXXiv, 511. By Surg., Gynec. & Obst. 


To prepare the patient for a test-meal, the bowels 
are emptied and the usual dinner taken with meat 
and some coarse vegetable; at 10 p.m. a meat 
sandwich with lettuce leaves is taken; at 11 p.m. 20 
raisins; at 7 a.m. two slices of dry bread, a cup of 
weak tea, and a cup of cold water. The tubing 
is inserted one hour later, for both motor meal and 
test-breakfast. This gives 8 and 9 hour periods for 
the raisin skins, meat, and vegetable leaves to pass 
from the stomach. Aspiration is unnecessary, as 
the patient can express the contents by pressure 
with the hands and by coughing, helped by slight 
in-and-out movements of the tube. 

After the stomach contents have been withdrawn, 
if it is also a test-meal case, the patient is given two 
ounces of barium sulphate in any convenient, pal- 
atable medium and, nothing being ingested in the 
meantime, it is examined with the screen in six 
hours. The stomach should be empty and the 
presence of much residue almost certainly means 
an organic condition. The head of the barium meal 
should be at or near the cecum, but the position 
varies with the motility and with the stomach 
acidity; it is advanced with low acidity and retarded 
with high acidity. The patient then drinks eight 
ounces of water containing two ounces of bismuth, 
and its progress down the cesophagus and into the 
stomach is closely watched. When in the stomach 
it is palpated to all parts, outlining the cardia, the 
greater and lesser curvatures, and the pylorus, 
through which it is forced if possible in order to 
visualize the duodenum. The stomach is then filled 
with two ounces of bismuth in a good suspension 
medium. This should distend the stomach and 
reveal irregularities of the walls, such as filling 
defects or incisura. Next the peristalsis is studied, 
noting whether it is diminished, normal, or in- 
creased. It is often necessary to wait several 
minutes to determine its activity. A continuous 
exposure is not necessary —an occasional flash 
will keep one posted. In all cases in which the 
screen findings are not perfectly clear, or where there 
is a suspicion of a filling defect, two or more plates 
should be taken with the patient in the erect position 
unless the suspicious point is in the pars space 
cardiaca. The chest is screened as a routine and 
many interesting conditions that have not given 
physical signs are discovered. A chart illustrates 
some of the principal X-ray findings. 

Davip R. Bowen. 


Friedman, G. A.: The Difference in the Morphol- 
ogy of Blood in Gastric Ulcer, Duodenal Ulcer, 
and in Chronic Appendicitis. Am. J. M. Sc., 
1914, cxlviii, 540. By Surg., Gynec. & Obst. 

Friedman collected 12 cases of gastric ulcer, 18 
cases of duodenal ulcer, and 20 cases of appendicitis, 
and made a careful study of the blood findings in 
each case with the intention of aiding the differential 
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diagnosis in these three conditions by means of a 
study of the blood. 

He tabulated the operative findings of each case 
in detail, dividing the gastric ulcers into two groups 
—pyloric and non-pyloric. A few differences of 
these two groups are tabulated under the head— 


CHIEF CHARACTERISTICS 

Pyloric group: 

Anemia. 
Absence of leukocytosis. 
Relative eosinophilia. 

Non-pyloric group: 

Polyglobulia. 
Leukocytosis. 
Absence of relative eosinophilia. 

Duodenal ulcer is then considered. The charac- 
teristics of non-hemorrhagic duodenal ulcers are: 
(1) polycythemia, (2) absence of relative lymphocy- 
tosis, (3) absence of relative eosinophilia. The 
chief characteristic is polycythemia. 

As case histories with the results of the examina- 
tion of the feces were given elsewhere, it need only be 
mentioned that the presence of occult blood in the 
stools is not as frequent as is generally believed. A 
history of repeated intestinal haemorrhages was 
given in one case in which the blood showed anemia. 

The author then discusses the blood findings in 
appendicitis, the chief characteristics of which are: 
(1) large mononuclears, (2) transitionals, and (3) 
leukocytosis. 

From the tables it can be seen that there is a 
relationship and a difference in the blood of pyloric, 
non-pyloric, and duodenal ulcers, and appendicitis. 
The blood in non-pyloric ulcer is related to the blood 
of duodenal ulcer so far as erythrocytes, lymphocytes, 
eosinophiles, and transitionals are concerned, but 
differs in regard to the number of leukocytes. The 
presence of leukocytosis in non-pyloric ulcer makes 
the blood in this condition related to appendicitis. 
The most striking difference is found between the 
blood of pyloric ulcer and that of non-pyloric and 
duodenal ulcers. 

The difference in the morphology of blood led 
to the construction of blood-pictures in the pyloric, 
non-pyloric, and duodenal types. The blood-pic- 
ture in appendicitis, although it has a special charac- 
teristic—large mononuclears, which were absent 
from the blood in ulcers of the stomach and duo- 
denum—does not represent a special type, but 
is a combination of types. The author cites four 
cases to illustrate his point. A. C. STOKES. 


Kehrer, J. K. W.: Cause of Round Ulcer of the 
Stomach (Uber die Ursache des runden Magen- 
geschwiires). Mitt. a. d. Grenzgeb. d. Med. u. Chir.. 
1914, Xxvii, 679. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Kehrer believes that the cause of round ulcer of 
the stomach is repeated or permanent irritation of 
the mucous membrane of the stomach, and that 
cramp of the sphincter of the pylorus is the chiet 
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cause of this. A longer interval between the open- 
ings of the pylorus causes the stomach to be longer 
in emptying, and an increase in the degree of acidity 
because of lack of neutralization from the duodenum; 
this causes increase in the motor function of the 
stomach. This increased muscular action endan- 
gers the arterial supply of the stomach, since the 
smallest arteries are cut off by the muscle contrac- 
tions. 

In order to cause delayed opening of the pylorus 
experimentally, the author ligated, in dogs, the 
common bile-duct and Wirsung’s duct which empty 
into a common ampulla in the duodenum, and the 
duct of Santorini. He implanted the pancreatic duct 
into the appendix or lower ileum, and conducted 
the bile, by anastomosis with the gall-bladder, 
into the same place in the intestine. In 6 animals 
there were marked injuries to the wall of the stom- 
ach. There was a dark brown, closely adherent 
membrane and a superficial and circumscribed 
necrosis of epithelium after 13, 64, and 25 days, and 
a deeper necrosis of the mucosa after 9, 25, and 
106 days, which, macroscopically and microscopical- 
ly, were true ulcers. There were no thrombi or 
emboli either in the stomach or in the liver and 
pancreas. All the dogs were very much emaciated 


from failure of digestion in the small intestine, and 
showed a certain caution in eating. One dog 
vomited constantly. 


BERNARD. 


Lockwood, C. D.: Round Ulcer of the Stomach in 
Children Before Puberty. Surg., Gynec. & Obst. 
1914, xix, 462. By Surg., Gynec. & Obst. 


Round ulcer of the stomach in children before 
puberty is comparatively rare. However, a review 
of the literature would indicate that it is much more 
frequent than is commonly believed. It is fre- 
quently overlooked and the diagnosis of appendici- 
tis, gastro-enteritis, or ptomaine poisoning is made. 
After quoting various authors as to the rarity of 
this affection, the author reports a case which was 
diagnosed and successfully operated upon. The 
case was that of a girl, 13 years of age, who was 
suddenly seized with pain in the left side, thought 
to be pleurisy. The pain gradually increased in 
severity and became localized in the abdomen; it 
was worse at night and paroxysmal in character. 
The child was hungry and constipated. The chief 
points upon which the diagnosis was based were 
characteristic pain, tarry stools, and the detection 
of gas gurgling through the pylorus at the height 
of the paroxysm. This diagnostic sign the author 
regards as important. Operation revealed extensive 
cartilaginous like adhesions, rendering posterior 
gastro-enterostomy impossible. An anterior op- 
eration with a long loop was done, following which 
the child rapidly improved, regained normal 
health, and then developed symptoms of obstruc- 
tion. A second operation revealed inoperable 
conditions, due to the rigidity of the stomach 
— and to adhesions. The child died two weeks 
ater. 
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Post-mortem examination showed extensive ul- 
ceration on the greater curvature of the stomach; 
the pylorus was surrounded by dense tissue and 
the liver studded with metastatic growths. There 
was also general metastasis. The microscopic 
aan was carcinoma, implanted on a gastric 
ulcer. 

The author reviews the literature, reporting about 
50 cases collected by himself, 10 of which had been 
treated surgically. One hundred twenty-five cases 
in all are reviewed. 


Balfour, D. C.: Treatment by Cautery of Gastric 
Ulcer. Surg., Gynec. & Obst., 1914, xix, 528. 
By Surg., Gynec. & Obst. 


Balfour describes a method of treating gastric 
ulcer by the cautery. He calls attention to the 
somewhat formidable character of the usual treat- 
ment of gastric ulcer by excision and suture, to the 
immediate post-operative dangers from hemorrhage 
and impaired gastric motility, and to the later com- 
plications of deformity and hemorrhage. He has, 
therefore, been led to devise a method of destroying 
the ulcer in such a manner as to obviate any pos- 
sibility of hemorrhage and the destroying of an 
appreciable amount of healthy gastric wall. He 
notes the long and satisfactory use of the actual 
cautery in dealing with many superficial ulcera- 
tions. 

As applied to gastric ulcers, the author’s technique 
is as follows: The portion of the gastrohepatic 
omentum in the region of the ulcer is carefully 
dissected free from the lesser curvature. The ulcer 
is carefully palpated, and with a Pacquelin cautery 
maintained at a dull heat the point is slowly carried 
through the ulcer until an artificial perforation is 
produced. The moderate burning is continued until 
the actual area of the ulcer is entirely destroyed. 
Closure of the opening is then made by interrupted 
sutures of chromicized catgut reénforced by mattress 
sutures of silk. The reflected gastrohepatic omen- 
tum is then replaced over the site of the ulcer and 
fixed by superficial interrupted sutures of fine silk. 


Kane, E. O.: Gastrostomy in Desperate Cases of 
Peritonitis. Internat. J. Surg., 1914, xxvii, 344. 
By Surg., Gynec. & Obst. 


The author advises gastrostomy under local 
anesthesia for stercoraceous vomiting, abdominal 
distention, and thirst in desperate cases of peritoni- 
tis. He claims this procedure imposes less dis- 
comfort and less shock than gastric lavage, and the 
relief is complete and permanent. The patient 
need not be removed from bed for this operation. 
The author has devised a special cannula and 
metal abdominal plate for retaining the tube in a 
fixed position. An ordinary stiff rubber tube 
will suffice. With the tube connected to a recep- 
tacle, the patient may be permitted to drink as 
freely of water as thirst demands. 

H. J. VAN DEN BeErc. 


Anterior aspect of opened stomach, showing condition 
of pylorus and gastrojejunostomy opening. (Walton.) 
Walton, A. J.: Congenital Pyloric Stenosis. Ann. 

Surg., Phila., 1914, lx, 342. 
By Surg., Gynec. & Obst. 

The author reports a case of a male infant suffer- 
ing from congenital pyloric stenosis. A posterior 
gastro-enterostomy was performed, the opening 
being made so as to lie vertical and as close to the 
pylorus as possible. The opening was one and one- 
half inches in length, and the junction was made in 
the usual way with four sutures by the aid of clamps. 
The edges of the mesocolon were sutured to the junc- 
tion and the abdominal wall was closed. Vomiting 
ceased from the time of operation; the patient 
steadily improved, and gained two pounds and ten 
ounces in One month. Seven months afterward 
there was a recurrence and the patient died. 

At post-mortem, the peritoneal cavity was found 
to be free from adhesions and the stomach was not 
dilated. The pylorus was markedly thickened and 
hard, having a tumor-like mass three-fourths of an 
inch in length. The mesocolon was adherent to the 
line of junction and there were several membranous 
adhesions running from the mesocolon to the je- 
junum. There was a free passage through the gas- 
tro-enterostomy opening which was large enough to 
admit the gloved finger easily. Microscopic sec- 
tion showed that the thickening of the wall was due 
to agreat hypertrophy of the circular muscular coats. 

Epwarp L. CornELL. 


Strauss, A. A.: Two New Methods of Closure of 
the Pylorus for Pyloric and Duodenal Ulcer. 

J. Am. M. Ass., 1914, Ixiii, 1525. 
By Surg., Gynec. & Obst. 
Two new ideas in pyloric closure are presented 
and supported by experimental work on dogs. 
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The author first discusses the various procedures 
used at the present time in obtaining pyloric closure 
and points out reasons for their failure. He states 
that those depending on some form of ligature 
around the pyloric muscularis fail at all times, owing 
to a resultant anemic necrosis and a sloughing of 
the ligature inward. This is brought about mainly 
by the powerful peristaltic waves that, aided by 
intra-abdominal pressure, sweep toward the pylorus. 
The substitution of fascia for the ligature has the 
disadvantages of absorption and the formation of 
dense adhesions around the pylorus. 

The author exposes the pyloric region through 
a right rectus incision. Grasping this firmly with 
the thumb and forefinger, an incision, 1.5 inches in 
length, proximal to the sphincter on the upper outer 
surface, is made down to the mucosa. This is then 
freed from the muscularis all the wav around after 
the muscularis is everted. A free fascial transplant 
0.75 by 1.5 inches is introduced around the mucous 
tube and sutured to it at one end. Drawing this 
tight enough to occlude the mucous membrane, the 
free end is then sutured overlapping. The incision 
in the muscularis is closed, care being taken to in- 
clude the fascial band in two or three sutures to 
prevent sliding. The suture material is No. 2 
braided wax silk. Then follows the gastro-enteros- 
tomy as near as possible to the occluded pylorus. 

Of sixteen dogs thus operated on, all made unevent- 
ful recoveries and were on full diet within six days. 
One dog was killed at the end of two months and 
the pylorus examined. It was found to be absolute- 
ly closed and the transplant unabsorbed. A histo- 
logical report of the tissue is added. 

The author has a second method, in which around 
the proximal side of the pyloric sphincter, without 
exposing the mucosa, an ordinary white silk rib- 
bon, three-fourths of an inch wide, is sutured tight 
enough to obliterate the lumen. 

In 12 dogs operated on by this method, necropsies 
from five days to five months later showed tight 
closure of the pylorus, very little necrosis, and the 
ribbon covered by glazed, transparent tissue. In 
6 of these dogs a rubber band was used. All the 
dogs died in from five to eight days owing to the 
rubber cutting through the tissues. 

The author’s conclusions are: (1) The fascial 
transplant maintains a tight closure of the pylorus, 
is not affected by peristalsis, and is not subject to 
the formation of adhesions. (2) The shelling out of 
the mucosa is safe, as there is no danger of hemor- 
rhage or infection. (3) While the silk-ribbon 
method is safe and sure, it leaves too large a foreign 
body in the tissues. Puitus M. CHase. 


Hess, A. F.: Duodenal Catheterization and Feed- 
ing in Infants. Interst. M. J., 1914, xxi, 953- 
By Surg., Gynec. & Obst. 


The instrument used for catherization of the 
duodenum resembles a simple Nélaton catheter to 
which an aspirating bulb has been attached, except 
that it is somewhat longer and is marked at the 20, 
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25, 30, and 4o cm. points. By means of catheteriza- 
tion, bile and the pancreatic and duodenal secretions 
can be obtained for examination. Especial at- 
tention, however, is called to the value of this pro- 
cedure in relation to pyloric obstruction and its 
treatment. After the tube enters the stomach, peri- 
stalsis carries it into the duodenum; the introduc- 
tion of a few ounces of water facilitates its passage 
by relaxing both cardiac and pyloric sphincters. 
Aspiration of bile and neutral or alkaline secretion 
is evidence that the duodenum has been entered. 

In the author’s experience, whenever a No. 15 
French catheter can be inserted into the duodenum, 
organic stenosis is so slight that it may be disre- 
garded. Failure to pass the catheter, however, 
does not prove organic stenosis— for functional 
obstruction may be complete. 

Duodenal feeding is of value when persistent 
vomiting exists, whether it is due to pyloric stenosis 
or spasm or not, or whether it is a complication of 
acute infectious disease. For the purpose of feeding, 
the catheter is inserted to the 40 cm. mark, then 
held quietly. Milk, raw or peptonized, warmed to 
99°F. is introduced and allowed to run in slowly, so 
that the feeding takes 10 to 20 minutes. If the 
flow is obstructed, gentle pressure is exerted by 
means of the bulb. Infants cannot retain the 
catheter throughout the day; it must, therefore, 
be introduced for each feeding. It may be used 
every 3 to 4 hours or once or twice daily to supple- 
ment rectal alimentation, as in severe cases of grippe 
and pneumonia with vomiting. Local anesthetics 
and drugs given to relieve muscular spasm and 
retching have all proved inefficient, with the possible 
exception of papaverine recommended by Pal and 
Holzknecht. Lister TUHOLSKE. 


Boardman, W. W.: Duodenal Ulcers. Calif. St. J. 
Med., 1914, xii, 402. By Surg., Gynec. & Obst. 
After a brief general discussion of the normal and 
pathologic stomach as seen by the X-ray, Boardman 
takes up simple gastric ulcer which he recognizes 
by various functional disturbances. Here the 
possibilities are: spasmodic filling-defect in the 
greater curvature, spasm of the greater curvature 
(incisura), spasmodic hour-glass, increased peristal- 
sis, pressure-tender point over the stomach, six- 
hour residue, cardiospasm. Indurative ulcer, lesser 
curvature, pars media, in addition to the above 
possibilities, may also show lessened mobility and 
displacement of the duodenal cap. The pylorus 
will probably be displaced to the left. Atony and 
reversed peristalsis are improbable here. Indura- 
tive ulcer about the pylorus will probably show 
irregularity of the antrum, pyloric canal, or cap, dis- 
turbance of peristalsis near the pylorus, fixation 
of the pyloric portion, increased peristalsis and six- 
hour residue; also there may be spasmodic mani- 
festations and a pressure-tender point. 
Perforating ulcer shows irregularity, usually on 
the lesser curvature, together with a shadow beyond 
the stomach area but closely connected with it, and 
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unusual fixation of that part of the stomach. The 
possibilities are similar to those of indurative ulcer, 
with the addition of atony, dilatation, and reversed 
peristalsis. 

Penetrating ulcer shows opaque material outside 
the stomach shadow surmounted by a small gas- 
shadow, and unusual fixation of the stomach at one 
point, together with certain less definite possible 
findings, similar to those of other varieties of ulcer. 

The author divides duodenal ulcers into simple 
and organic. Simple ulcer has as probabilities: 
normal stomach, frequently of the hypertonic type, 
increased peristalsis, and early emptying. There 
may possibly be a tender-point over the duodenum, 
and delayed passage through the duodenum. Or- 
ganic duodenal ulcer is apt to show normal stomach, 
increased peristalsis, six-hour residue, and cap- 
distortion. The possibilities are either hypertonus 
or dilatation, tender-point, and residue in the cap. 

ALBERT MILLER. 


Bland-Sutton, J.: Cancer of the Duodenum and 
Small Intestine. Brit. M.J., 1914, ii, 653. 
By Surg., Gynec. & Obst. 


Primary cancer occurs more frequently in the 
duodenum than in the jejunum or the ileum. The 
author divides the duodenum into the portion above 
the bile papilla, the supra-ampullary segment, the 
portion containing the bile papilla, the ampullary, 
and the remainder the infra-ampullary segment. 

He states that while it is claimed by many that 
gastric cancer usually results from gastric ulcer, 
he cannot be so sure of this, but that undoubtedly 
occasionally a chronic gastric ulcer becomes can- 
cerous. Cancer of the duodenum is rare, but ulcer 
is common. The ulcer is usually situated in the 
first 2 cm. of the duodenum, and four-fifths of 
the patients are men. The only case of malig- 
nant disease found in the supra-ampullary segment 
of the duodenum associated with a chronic duodenal 
ulcer was a sarcoma. He resected the pylorus with 
the adjacent part of the stomach and the duodenum 
to within one-half inch of the bile papilla. A few 
days after the operation the duodenal stump leaked. 
Mainly pancreatic fluid escaped and excoriated the 
abdominal wall. By restricting the fats the secre- 
tion from the pancreas was so reduced that the fistula 
soon closed. 

Cancer of the ampulla. Nowhere else in the body 
does so small a growth lead to such grave inter- 
ference with digestion. ‘The three clinical signs of 
cancer of the ampulla are painlessness, intense 
jaundice, and great emaciation. Pathologically 
it shows slight tendency to infiltrate the surrounding 
tissues, infrequently disseminates, causes enormous. 
dilatation of the main bile-ducts and gall-bladder. 
It is infrequently associated with gall-stones. 
After jaundice has set in, death usually occurs within 
six months. 

Cancer of the infra-ampullary duodenum. This 
is the common place for duodenal cancer. The 
symptoms associated with it are like those set up 
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by cancer of the pylorus, but the vomited matter 
contains bile and pancreatic juice and is often very 
offensive. 

Cancer of the jejunum and ileum. Tumors here 
are rare. Some authorities claim that an accessory 
pancreas may be the site of cancer here. Sutton 
thinks there is no real evidence to support this view. 

Cancer at the end of the ileum. Rarely is cancer 
found at the ileocecal valve. The author finds 
obstructive growths at the valve are of four kinds: 

1. Cancer arising in the ileum. 

2. Cancer arising in the cecum. 

3. Malignant growths in the vermiform appendix. 

4. Hyperplastic tubercle of the ileum. 

Cancers of the ileocecal junction, as Sutton has 
seen them, have been of the circular contracting 
type and are easier felt than seen. It is remarkable 
that such inconspicuous growths give rise to wide- 
spread metastases. Cancer arising in the cecum 
does not obstruct the lumen of the bowel as early 
as cancer arising in the colon. There is nothing in 
the signs and symptoms approaching the definite- 
ness characteristic of a constricting cancer of the 
third part of the duodenum. The chief feature 
connected with cancer of the gastro-intestinal tract 
is its extreme frequency at the pylorus and its 
rarity at the ileocecal valve. The age distribution 
of cancer of the small intestine agrees with that of the 
stomach and colon. 

The appendix. 
case of primary carcinoma in this situation. 
patient was a spinster aged 30. 

Hyper plastic tuberculous affections in the neighbor- 
hood of the valve. An analysis of the various growths 
which arise at the ileocecal junction makes it evident 
that some of the tumors in this situation labelled 
“cancer”? after operation, are in some instances 
tuberculous. The hyperplastic form of intestinal 
tuberculosis is most common in the cecum and cecal 
end of the ileum. It differs from other varieties of 
tuberculous disease, in that the lesion is not destruc- 
tive and leads to an increase in the bulk of the 
part affected. The disease begins in the submucous 
or subserous tissue and spreads to the other coats 
of the bowel. The new tissue contains clumps of 
giant cells and sometimes calcareous deposits. 
Occasionally the thickened bowel is enveloped in a 
mass of fibro-fatty tissue such as sometimes sur- 
rounds chronic tuberculous kidneys. The cavity 
of the bowel is narrowed; sometimes a track no 
larger than a writing-quill remains, and the ileo- 
cecal valve is obstructed; in rare cases the disease 
is limited to the valve. This condition is very 
liable on mere naked-eye examination to be mis- 
taken for cancer of the ileum or caecum, and it is 
very probable that in some cases in which the 
cecum has been excised for a tumor casually regard- 
ed as cancer, and the patients have remained free 
from recurrence, the disease was hyperplastic 
tuberculous disease. 

From the operative point of view the distinction 
between cancer and hyperplastic tubercle is not 


The author has had only one 
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important, because the treatment for both conditions 
is the same—excision—but it is a matter of great 
concern in regard to prognosis. Cancer and 
hyperplastic tubercle left to run their course end 
fatally, but the latter is curable by excision. 

Sutton mentions melanosis of the colon. He had 
one case associated with a constricting annular 
cancer of the iliac colon. M. S. HENDERSON. 


McGlannan, A.: Intestinal Obstruction Due to 
Cancer of the Colon. Surg., Gynec. & Obst., 
1914, Xix, 475. By Surg., Gynec. & Obst. 


Cancer of the colon is easily divided into two 
classes: (1) those associated with obstructive symp- 
toms, and (2) those without such phenomena. In 
the clinical course, pathological anatomy, and 
prognosis, each variety remains fairly distinct from 
the other. Pathologically the tumors are either 
adenocarcinoma or some form of solid carcinoma, 
scirrhous or diffuse. 

In the obstructive variety the predominant 
tumor-cell is cylindrical — carcinoma cylindrico- 
cellulare — while in the non-obstructive form the 
cells are cuboid in shape — carcinoma cubo-cellu- 
lare. In either variety there may be goblet cells 
containing gelatinous or mucoid material associated 
with cylindrical or cuboid cells — carcinoma gelat- 
inosum. 

In the 98 cases studied 61 had an obstruction 
of some sort in their pre-operative histories. Here, 
as in all forms of obstruction, delayed operation 
was unsuccessful on account of the fatal toxemia. 
Post-operative obstruction caused by impaction of 
the-anastamosed bowel and leakage at the site of 
the anastamosis were large factors in the mortality 
of the fatal cases in which the tumors were removed. 

The ideal operation is removal of the tumor by 
resection of the bowel and immediate anastamosis. 
In order that this may be successful the patient must 
be operated upon early while the obstruction is still 
incomplete. Later, the two-stage operation—pri- 
mary enterostomy and secondary resection and 
anastamosis—may be required. Resection with 
drainage of both segments of the bowel — the 
protrusion operation —or anastamosis with pro- 
trusion are expedients to be considered when the 
condition of the patient does not warrant the ideal 
one-stage operation nor demand the two-stage 
enterostomy with secondary removal. 

For irremovable tumors short-circuiting is the 
best operation whenever practicable; otherwise a 
colostomy is required, and with this a form of 
obturator or special dressing will minimize the 
discomfort of the patient. 


Tietze, A.: Diagnosis of the Variety and Location 
of Ileus (Art und Lokaldiagnose des Ileus). Beitr. 

2. klin. Chir., 1914, xci, 578. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Reflex paralysis of the intestine, from kidney- 
stone colic, diseases of the gall-bladder, torsion of 
the pedicle of an ovarian cyst, or torsion of the 


testicle can generally be distinguished from ileus; 
but there is great difficulty in distinguishing disease 
of the pancreas from ileus. Von Walsche’s teaching 
concerning the beginning of intestinal paresis is 
tight so far as strangulation ileus is concerned; in 
it peristalsis is completely stopped, but in dynamic 
ileus there is generally only a segmental paralysis; as 
for example, in circumscribed peritonitis as a result 
of gangrenous appendicitis. Often in dynamic ileus, 
in the midst of a distended intestine there is a spas- 
tically contracted segment; this is particularly 
likely to occur in patients who have previously been 
treated with atropin. Dynamic and mechanical 
ileus can generally be differentiated; there is more 
difficulty in making a differential diagnosis between 
peritonitis and mechanical ileus. 

Tietze has tested the truthfulness of Von Walsche’s 
hypothesis in 133 cases that he has operated upon, 
and has found that in obstruction in general it is 
reliable: increased peritonitis was lacking only when 
peritonitis had already begun. On the other hand 
it was not found to be entirely true in strangulation 
ileus; among 17 cases there was active peristalsis in 
two. To be sure, the nutrition of the intestine in 
these two cases had suffered very little. The con- 
ditions with reference to peristalsis varied in in- 
vagination. Except in a few cases of volvulus of the 
large intestine, invagination, hernia replaced en 
bloc, etc., local meteorism could not be demonstrated. 

Caution should be exercised in passing judgment 
on vomiting of blood. It is found in gall-stone ileus 
as well as in strangulation high up, and is not always 
found in thrombosis and embolism of the mesenteric 
vessels. Vomiting occurs earlier and more frequent- 
ly in occlusion of the small intestine, later and more 
rarely in occlusion of the large intestine. Réntgen 
examination is a failure in the diagnosis of ileus of the 
small intestine, but a stenosis of the large intestine 
could be demonstrated in a number of cases after 
the intestine was filled with mercury. 

In the discussion KUTTNER reported 456 of his own 
cases of ileus, 93 of dynamic ileus with a mortality 
of 60 per cent, 242 of obturation ileus with 44 per 
cent mortality, and 105 of strangulation ileus with 
61 per cent mortality. In strangulation ileus there 
is much hope for the restoration of suspicious look- 
ing loops of intestine. In obstructing tumors, pri- 
mary one-stage and two-stage resections are to be 
condemned. BERGEMANN. 


Lord, J. P.: Operation for Prevention of Recur- 
rence of Intussusception. Tr. West. Surg. Ass., 
Denver, 1914, Dec. By Surg., Gynec. & Obst. 


The author reports an operation performed to 
prevent recurrence of intussusception in a child of 
eight months who had just been relieved of the third 
severe attack within five and one-half months. 
The symptoms were characteristic and in the first 
two attacks relief had been obtained by hydrostatic 
pressure, inversion, and manual compression of the 
mass. During the last attack, the child failed to 
respond promptly to the usual treatment and col- 
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lapse and unconsciousness rapidly intervened. The 
child was brought 140 miles to the hospital by the 
family physician, who by diligent effort had suc- 
ceeded in relieving the condition an hour before 
arrival. 

The question arose as to what could be done to 
prevent a recurrence. As about 75 per cent of cases 
of intussusception are due to a mobile cecum and 
ileum with the appendix acting as the exciting cause, 
it was advised that the appendix be removed and the 
caecum and ileum be firmly anchored by shortening 
their mesenteries. At operation a large, long, 
intensely injected appendix, lying alongside of an 
cedematous, ecchymotic ileum with a four-inch 
mesentery gave ample proof of the correctness of 
the diagnosis. The appendix was removed and the 
mesenteries of the cecum and ileum reefed with silk 
sutures. Recovery was complete and there has 
been no return. 

Lord finds no record of an operation done to 
prevent the recurrence of intussusception, although 
fixation is usually done at the time of operation for 
the relief of intussusception in which the appendix 
and a long ileoczcal mesentery have been the causa- 
tive factor. 


Isabolinsky, M.: Bacteriology of Appendicitis (Zur 
Bakteriologie der Appendicitis). Zentralbl. f. Bak- 
teriol., Parasitenk. u. Infektionskr., Jena, 1914, |xxiii, 
488. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author examined fifty cases of appendicitis 
bacteriologically to determine the kind of bacteria 
present. In 43 cases he found colon bacilli in 17 
cases alone, and, in the others, in association with 
other bacteria. Of the 17 cases in which they were 
found alone, none were severe; therefore the colon 
bacillus plays only a subordinate part in the causa- 
tion of appendicitis. 

Among 21 cases in which staphylococci albus 
were found, they were associated in 15 cases with 
colon bacilli; of 10 cases of staphyloccus aureus, 
7 were associated with colon bacilli, the remainder 
with other bacteria. In six cases with staphylo- 
cocci there were also Frinkel’s diplococci lanceola- 
tus, and all of these cases showed severe anatomical 
changes. 

The diplococcus evidently played the chief réle in 
the etiology of the above cases. In the 7 cases 
in which streptococci were found there were also 
severe anatomical changes. In three cases there 
were bacilli pyocyaneus associated with colon bacilli 
or staphylococci; in two there were tubercle bacilli. 
Both of these cases showed marked gangrenous 
changes and the tubercle bacilli may have played 
the chief part in the etiology. In five cases there 
were ova of ascaris lumbricoides and in 3 of trichoce- 
phalus dispar. The only bacteria present in these 
cases were colon bacilli, so the ova may have caused 
the inflammation. In three cases foreign bodies 
were found — grain and iron wire. 

The author concludes: (1) that the etiology of 
appendicitis is very varied; (2) that colon bacilli 
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alone do not cause appendicitis; (3) that various 
pathogenic microérganisms that reach the appendix 
may cause it; (4) that there is a relation between 
preceding disease of the respiratory tract and follow- 
ing appendicitis; and (5) that worms and ova of 
worms may cause appendicitis. UntTeR-EckER. 


Gompertz, R., and Scott, M.: The Use of an Aper- 
ient Before X-Ray Examination of the In- 
testine in Chronic Constipation. Bri. M. J., 
1913, ii, 567. By Surg., Gynec. & Obst. 


It seems that radiographers have no certain 
knowledge as to whether or not the presence of 
fecal accumulations in the last portions of the 
large gut influences the rate of passage of the mixture 
of bismuth and food in any constant manner. 
Therefore, the authors have endeavored to investi- 
gate this point. Four adult males, sufferers from 
chronic constipation for which there appeared to 
be no cause in the nature of mechanical obstruction, 
were observed—the same procedure being em- 
ployed in all. Two series of photographs were 
taken in each case. The first series was not pre- 
ceded by an aperient; in the second the bowel was 
emptied by a dose of castor oil the night before the 
bismuth meal. Observations were made immediate- 
ly at 4, 6, 12, 24, 36, and 48 hours after the bismuth 
breakfast and at other times when necessary. The 
conclusions may be summarized as follows: 

1. The variations between the rates of passage 
of the bismuth along the intestine are small, whether 
the bowel has been emptied by a preliminary 
aperient or not. Where differences are noted they 
are not constant. 

2. It is wise in most cases to give a purge before 
making an X-ray examination on account of the 
greater clearness of the skiagrams obtained when the 
intestine is empty; and on account of the discom- 
fort which the patient, deprived of his usual aids 
to defecation, may experience during the two or 
three days necessary for the X-ray observations, 
during which time the aperient must be given. 
The results of these experiments appear to show 
that the conclusions reached may be accepted with- 
out the fear that they have been materially vitiated 
by the omission of the aperient. 

Emit C. RoBITSHEK. 


Brown, P.: A Réntgenological Consideration of the 
Relation of Individual Type to Intestinal 
Stasis. Boston M. & S.J., 1914, clxxi, 581. 

By Surg., Gynec. & Obst. 


The author calls attention to the well-known fact 
of the relationship between chronic joint affections 
and intestinal stasis. In analyzing stasis, al- 
though the causative agent is often acquired, as 
in adhesions, etc., he believes there is frequently a 
congenital predilection toward such in the shape of 
improperly developed alimentary organs or improper 
or incomplete attachments of their supports or 
mesenteries. 

This type of congenitally deficient individual is 
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commonly recognized by the posture, physique, and 
neurotic tendencies and has been designated the 
“carnivorous”? type, by Sir Frederick Treves, in 
contradistinction to the better developed, sluggish, 
and peaceably disposed “‘herbivorous” type. When 
the ‘‘carnivorous” child reaches the age when he 
assumes the erect posture, the alimentary organs 
prolapse and their supports become adherent in this 
position. Subsequent trouble arises at these fixed 
points which are the pyloric end of the stomach and 
the first portion of the duodenum, the cecum, and 
the flexures of the colon. Prolapse of the organs 
on either side of these fixed points causes the well- 
known ‘‘kinks.” The resulting stasis causes 
infection in the duodenum, which may go on to ul- 
ceration and, following this, adhesions to sur- 
rounding organs. Secondary to this infection an 
infection of the gall-bladder is not uncommon, 
with gall-stones as a sequel. Stasis at the other 
points mentioned is followed by dilatation of the 
bowel, putrefaction of the retained contents, in- 
fection and ulceration of the mucosa, and absorp- 
tion of toxins from the fecal masses. The ab- 
sorption of these toxins is in turn responsible for 
certain forms of joint pathology. Among these the 
author mentions the so-called ‘“constitutional”’ 
diseases: chronic rheumatism, arthritis deformans, 
and gout. He believes the cure for these diseases 
lies in the recognition of faulty intestinal absorption 
as an important factor in their etiology, and he 
makes a plea to the general practitioner to be on 
the alert for these cases of congenital deficiency and 
to so direct the rearing of such children that their 
inherent defects shall be nullified. G. W. Grier. 


Benjamin, A. E.: Substitute Operations for Lane’s 
Radical Method in the Treatment of Intestinal 
Stasis. Tr. West. Surg. Ass., Denver, 1914, Dec. 


By Surg., Gynec. & Obst. 


Intestinal stasis has now become one of the most 
important studies in the field of medicine and sur- 
gery. So many diseases are attributed by investi- 
gators to infectious micro-organisms within the 
intestinal tract due to stasis that the topic is fre- 
quently discussed. 

The symptoms of this disease are numerous, 
varied, and complex, so that an erroneous diagnosis 
is frequently made and the symptoms present are 
attributed to other causes. 

The disease is occasionally seen in children and 
may have a foundation in congenital defects or 
bands which tend to inhibit the natural peristaltic 
action of the bowel. On the other hand, the disease 
may be overcome in childhood in most instances or 
prevented by early, careful, systematic exercise and 
by adhering to hygienic rules. 

The disease is not due to the presence of infectious 
micro-organisms in the colon, but to the reflux of 
this infection into parts unaccustomed to the 
presence of these germs and the ready absorption of 
the same from these parts, even damming back as 
far as the pylorus, dilating the duodenum, and 


tae with the normal emptying of the stom- 
ach. 

The presence of infectious micro-organisms with- 
in the bowel, especially in the colon, may result in 
an inflammation and transmigration of the infectious 
micro-organisms through the walls of the intestines 
producing adventitious bands in addition to the 
congenital bands present, further interfering with 
the bowel action, resulting in further obstruction 
and more pronounced symptoms of stasis. 

The incompetent ileocecal valve would seem to 
be the result of stasis rather than the cause of the 
same. 

The diagnosis of this condition often can be made 
from clinical symptoms present but a definite loca- 
tion of the kink or primary cause should be deter- 
mined by the use of bismuth and X-ray screen ex- 
amination or by skiagram before operative procedure 
is undertaken. 

The treatment should be begun in early childhood 
when there is any tendency or suspected condition 
which might favor the development of intestinal 
stasis; at which time further development of the 
disease often can be prevented and the symptoms 
frequently overcome. 

This treatment could be further elaborated in 
older patients to include exercise, massage, dietetic, 
medicinal treatment, and hygienic and mechanical 
methods as well as the wearing of suitable clothing 
and a properly fitting corset, and possibly the 
elevation of the foot of the bed at night. In pro- 
nounced cases not amenable to this treatment, 
operative procedure should be contemplated. 

The radical methods advised by Lane—ileo- 
sigmoidostomy or colectomy—seem seldom justi- 
fied, as in the former operation there results a loaded 
and filled up, redundant, and useless colon; and 
in the latter operation, numerous pronounced 
adhesions which ultimately can and do lead to the 
recurrence of stasis; and furthermore, these opera- 
tions, especially the latter, are followed by an un- 
warranted mortality rate. 

Simple operations free from danger consist in the 
relief of constricting bands and the reduction of 
unnecessary enlarged pockets, such as a dilated 
cecum, by means of the plication operation and the 
replacement of the prolapsed colon and stomach by 
its mechanical elevation and suturing of the gastro- 
colic omentum to the peritoneum lateral to the 
median incision as well as the borders of the in- 
cision, and possibly the shortening of the gastro- 
hepatic omentum, and even the elevation of the 
stomach by means of the Rovsing operation. 
These operations, prevent the recurrence of kinks 
and favor the normal flow of fecal contents, all raw 
surfaces being covered with omental grafts or 
peritoneum. 

This treatment followed by dietetic, mechanical, 
and hygienic methods brings satisfactory results in 
the majority of cases. In other more pronounced 
and well selected cases, the operation of cacum- 
sigmoidostomy would seem rational and possibly 
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satisfactory, but further investigation, research, 
and experiments should be followed up to deter- 
mine whether this method will prove satisfactory 
to the patient as well as to the surgeon. 


LIVER, PANCREAS, AND SPLEEN 


Chesney, A. M., Marshall, Jr., E. K., and Rown- 
tree, L. G.: Studies in Liver Functions. J. 
Am. M. Ass., 1914, xiii, 1533. 

By Surg., Gynec. & Obst. 


The authors report a series of investigations to 
determine (1) whether functional changes can be 
demonstrated in anatomically diseased livers, (2) 
in what types these changes are most marked, and 
(3) the diagnostic values of these changes. 

The functions of the liver in health are: (1) 
The glycogenic, or the conversion of monosacchrids 
into glycogen, its storage, and its reconversion into 
dextrose; (2) the nitrogenic, or conversion of certain 
nitrogenous bodies into urea; and (3) the produc- 
tion of bile. 

The following tests of liver functions have been 
used: for the glycogenic, Strauss’ levulose, and 
Bauer’s galactose tests were used; for the nitrogenic, 
the nitrogen partitions in the blood and in the 
urine were made; for the test of production of bile, 
studies on the urine and feces for urobilinogen were 
made with doubtful success. For the fibrinogenic 
function the heat coagulation method of Whipple was 
used. To determine the lipolytic activity of the 
blood Soevenhart’s method was employed. As a 
test for hepatic function, the faces and urine were 
examined after phenoltetrachlorphthalein had been 
administered. Goodpasture investigated the 
fibrinolytic ferment. 

A summary is given of the findings in 42 cases 
consisting of cases of liver cirrhosis, myocardial 
insufficiency, carcinoma of the liver, pernicious 
anemia, syphilitic hepatitis, and _polyserositis. 
The results of these examinations are admirably 
shown in two large tables. In this series 5 cases 
came to autopsy and the pathological findings con- 
firmed the functional findings in every instance. 

The relative values of the tests are given below: 

1. Phthalein. An output in the feces below 
30 per cent or its appearance in the urine is infre- 
quent in health and frequent in disease. There are 
three undesirable features of this test: (a) In 
certain instances the amount of red colorx is such that 
accurate estimation is difficult. (b) Thrombosis 
frequently follows at the point of injection, but this 
has never occasioned serious discomfort. (c) 
There is a liability of chill and rise of temperature 
after injection unless great care is taken to have the 
salt solution made only with freshly distilled water. 

2. Fibrinogen. Low values are frequent in 
cirrhosis and may be of prognostic value. This test 
is inapplicable in the presence of severe anemia. 

3. Lipase. Results furnish little or no diagnostic 
or prognostic information although the test requires 
little apparatus or time. 
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4. Glycogen. These tests yielded very little in- 
formation of value. The ingestion of levulose is 
rather uncomfortable to the patient. 

5. Fibrinolytic. This ferment is only present in 
liver cirrhosis and hence is of great diagnostic value. 

6. Blood nitrogen partition. Urea nitrogen was 
especially low in cases of advanced cirrhosis while 
amino-acid nitrogen was high. These examinations 
cannot be made in cases of severe anemia. 

7. Urinary nitrogen partition. Ammonia and 
ammonitrogen were increased in most cases, espe- 
cially in cirrhosis. Care should be taken to exclude 
acidosis. 

The conclusions are: 

1. Outspoken functional changes of the liver can 
be demonstrated. 

2. Functional changes in cirrhosis, neoplasm of 
the liver, and cachectic conditions are most marked. 

3. There is harmony in the findings in some of 
the cases; i.e., all show either a decrease or a nor- 
mal function. Others show a striking lack of 
harmony. 

4. The authors believe the phthalein, fibrinogen, 
and nitrogen partition in blood and urine tests is of 
great value in revealing functional involvement in 
the liver. The demonstration of a fibrinolytic fer- 
ment is of decided diagnostic importance. 

Puitiies M. CHASE. 


Else, J. E.: Strictures of the Gall-Bladder. 
Gynec. & Obst., 1914, xix, 482. 
By Surg., Gynec. & Obst. 

Strictures of the gall-bladder may be either con- 
genital or acquired. In 62 consecutive post- 
mortems upon babies, mostly new-born, strictures 
were present in 11.29 per cent. 

Congenital strictures are of three types: (1) 
Annular strictures, which do not markedly inter- 
fere with the size of the lumen. (2) Strictures due 
to the projections of folds of the inner layers into 
the lumen. These are not, properly speaking, 
strictures, but they partially, and occasionally 
completely, obstruct the lumen. (3) The elbow 
deformity of fundus stricture which is the most 
common congenital form. In this type the fundus 
is bent upon the body of the gall-bladder. The 
three inner coats are involved in the deformity, 
while the serosa and subserosa pass over the de- 
formity. A fold extends into the lumen similiar 
to that described in the second variety. 

Acquired strictures arise from (1) destructive 
lesions beginning with the mucosa; (2) intramural 
infections; (3) pathological lesions beginning with 
the serosa; (4) adhesions; (5) perforating wounds; 
(6) chronic indurate processes; and (7) malignant 
tumors. 

The clinical significance of strictures of the gall- 
bladder is that they interfere with proper drainage, 
and hence serve to harbor infection as well as aid 
in stone formation. The acquired type may serve 
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formation may make the lumen smaller than before. 
If strictures of the elbow type are not recognized, 
the gall-bladder may not be completely closed and 
the bile may leak into the peritoneal cavity. 

The report is based upon the study of 1,100 gall- 
bladders removed post-mortem. 


Einhorn, M.: Direct Examination of the Duodenal 
Contents (Also Bile) as an Aid to the Diagnosis 
of Gall-Bladder and Pancreatic Affections. 
Am. J. M. Sc., 1914, cxlviii, 490. 

By Surg., Gynec. & Obst. 


The author attempts to show that by the exam- 
ination and study of duodenal contents it is possible 
to determine whether or not the gall-bladder or the 
— are affected. He lays down the following 
rules: 

1. The macroscopic appearance of the bile is of 
great diagnostic import. If it is golden-yellow and 
clear, it usually indicates a normal gall-bladder. 
When the fresh bile looks greenish-yellow and is 
somewhat turbid, it portends a diseased state of the 
gall-bladder, which frequently contains gall-stones. 
Golden-yellow bile containing mucus is frequently 
observed in catarrhal jaundice. A pure golden- 
yellow bile may, however, occasionally exist not- 
withstanding the presence of gall-stones. 

2. The pancreatic function may be gauged by 
examination of the duodenal contents containing 
bile and pancreatic secretions. 

3. The presence of the three ferments in sufficient 
quantities speaks for a normal activity. If one of 
the ferments is constantly absent, it usually indicates 
chronic pancreatitis. A tumor of the pancreas may, 
however, exist notwithstanding the presence of 
all three of the ferments. This apparently sur- 
prising fact finds its explanation in the circumstance 
that the tumor has still left enough healthy tissue 
in the remainder of the pancreas to continue its 
function in an undisturbed manner. Similar 
conditions are occasionally encountered in other 
organs affected by growths—the stomach, kid- 
ney, etic. 

4. Duodenal contents persistently revealing 
neither bile nor evidences of pancreatic secretion 
speak for a mechanical obstacle just above Vater’s 
papilla—usually stone. 

The preparation of the patient consists in having 
the patient in the fasting condition, inserting the 
tube before retiring, or about half an hour after 
the ingestion of a cup of tea with sugar or bouillon, 
the patient having taken the duodenal tube early 
in the morning a few hours previous to the examina- 
tion. 

For the examination of the pancreatic juice the 
patient is prepared in the same way. 

The duodenal contents is obtained by aspiration 
through the duodenal tube. Occasionally on 
aspiration of the duodenal contents at first only a 
clear or slightly amber-colored fluid is obtained. 
It is of alkaline reaction and contains the pancreatic 
ferments. Usually after waiting a short time, and 
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after repeated aspirations, a golden-yellow fluid, 
containing bile, appears. This has no diagnostic 
significance. If, however, after aspirating and 
waiting only pancreatic juice but no trace of bile 
appears, it may be of some importance, particularly 
in cases of chronic jaundice. If bile is present in 
the duodenal contents, a complete occlusion of the 
common bile-duct can be excluded. The absence 
of bile and presence of pancreatic juice indicates 
that the seat of the obstruction is above the common 
duct. A. C. STOKES. 


Crile, G. W.: Anoci-Association in Relation to 
Operations on the Gall-Bladder and Stomach. 

J. Am. M. Ass., 1914, Ixiii, 1335. 
By Surg., Gynec. & Obst. 


The author reviews the records of 893 operations 
on the biliary tract and 333 operations on the stom- 
ach. The clinical course of certain patients after 
gastric resections and after common-duct operations 
is similar in many respects. The mortality rate 
for these operations is in the vicinity of ten per cent. 
This high rate is explained by the author in several 
ways. The condition of the patient is usually 
relatively poor. According to Crile’s theory of 
anoci-association the lowered resistance of the 
patient results in an acid condition of the blood, 
whether this lowered resistance is produced by 
starvation, fear, infection, insomnia, physical 
exertion, ether anesthesia, traumatism during 
operation, or post-operative pain. 

This acid condition of the blood is explained by 


Crile as being due to a lessened activity on the part 
of the liver in its function of neutralizing acids 


formed by tissue decomposition. It follows that 
operations in the region of the stomach or liver 
are very apt to traumatize or interfere with the 
function of nerves supplying the liver, and in this 
way interfere with its function. 

The treatment is of little avail unless it is pre- 
ventive. Prevention consists in increasing the 
store of energy and stopping the expenditure of 
energy and the consequent fabrication of acid. 
The first end may be accomplished by increasing 
the intake of food and water, by the administration 
of sodium bicarbonate and glucose, and by having 
the patient sleep in the open air. Energy may be 
conserved by limiting physical activity and, so far 
as possible, eliminating worry and anxiety before 
the operation, and by diminishing acid production 
during and after the operation by complete anoci- 
association. Jas. H. SKILEs. 


Jacobson, J. H.: Anastomosis of the Gall-Bladder 
to the Stomach: Cholecystogastrostomy. Am. 
J. Obst., N. Y., 1914, Ixx, No. 5. 

By Surg., Gynec. & Obst. 
Jacobson has collected from the literature the 
case reports of 16 instances where this operation 
has been employed and adds the record of a case 
which he himself operated upon. He describes the 

technique of the operation and concludes: 
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1. The operation of cholecystogastrostomy has 
the same indication as that for cholecystenteros- 
tomy. 

2. The presence of bile in the stomach after 
cholecystogastrostomy does not interfere with 
digestion or cause the patent any inconvenience. 

3. The operation is very easy to perform, there- 
fore it offers palliation and prolongation of life to a 
class of cases which, as a rule, are considered in- 
operable. 

4. On account of the small danger of ascending 
infection it should be the choice of methods when it 
becomes necessary to anastomose the gall-bladder 
to the alimentary tract. N. Sproat HEANEY. 


Morris, D. H.: The Réle of the Spleen in Blood 
Formation. J. Exp. Med., 1914, xx, 379. 
By Surg., Gynec. & Obst. 

Experiments were performed by the author upon 
rabbits, cats, and dogs. The blood was examined 
from the splenic artery, splenic vein, mesenteric 
vein, and, for purposes of control, from a peripheral 
vein. Careful counts were made in each case both 
of the red and white corpuscles, and differential 
counts from stained specimens. Careful autopsies 
were made on all the animals. 

The differences found may be summed up as 
follows: (1) The number of both red and white 
corpuscles per cubic millimeter in the blood of 
the splenic vein is greater than that of the artery. 
(2) Large mononuclear leucocytes appear in great 
excess in the splenic vein. (3) The blood of the 
inferior mesenteric veins differs from that of the 
splenic vein in being relatively richer in small 
mononuclear cells and poorer in large mononuclear 
cells. 

The conclusion reached by the author is that 
the spleen is a blood-forming organ of prime im- 
portance in the animal metabolism. The fact that 
the organ can be extirpated without causing death 
does not mitigate against this conclusion, since its 
work may be in part assumed by other organs, such 
as the hemolymph-nodes, bone-marrow, and ade- 
noid tissues in general. Jas. H. SKILEs. 


Kreuter: Experimental Study of the Peripheral 
Blood Picture after Extirpation of the Spleen 
(Experimentelle Untersuchungen iiber des periphere 
Blutbild nach Milzexstirpation.) Deutsche Ge- 
sellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
GULECKE, of Strassburg, tells of the removal 
of the spleen in two cases of pernicious anaemia. 

The patients seemed to improve at first but died 

the second week. He advises against the operation 

when the hemoglobin content is less than 20 per 
cent and the number of red cells less than a million. 

SEEFISCH, of Berlin, reports extirpation of the 
spleen in a case of chronic myeloid leukemia, pre- 
ceded by réntgen treatment. He recommends the 
method in similar cases. 

Von EISELSBERG, of Vienna, has performed ex- 
tirpation of the spleen in 20 cases, 4 for haemolytic 
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icterus, 7 for pernicious anemia, and 3 for thrombo- 
phlebitis. He reports results in some cases that 
were operated on years ago. He had an operative 
mortality of 15 per cent. He operates under local 
anesthesia or sometimes with slight inhalation 
anesthesia. In rats and mice, extirpation of the 
spleen seems to favor the development of implanted 
cancers, and he thinks the same may occur in man. 

FLORCKE, of Paderborn, lost a case of pernicious 
anemia after the operation. In another case the 
red blood-cells rose in the course of six months from 
one to five million, but the blood picture never be- 
came normal. The changes in the vessels described 
by Eppinger did not appear in either of his cases. 
He recommends treatment with thorium-X before 
operation. 

Anscnttz, of Kiel, has removed the spleen in 
two cases of hemolytic icterus. Both patients 
improved after the operation, but the resistance of 
the blood-cells was still decreased in one case, which 
may have been due to the influence of a super- 
numerary spleen. In the second case, epileptiform 
convulsions occurred three days after the operation. 

Exner, of Vienna, reports a case operated on 
over a year ago, in which Decastello reports the 
blood picture as almost normal. 

HarteEt, of Munich, says that in human beings 
only two cases of true supernumery spleen have 
been reported; both occurred in cases where splenec- 
tomy had been performed and therefore are to be 
regarded as substitute organs. Generally it is only 
a question of the growth of pieces of spleen that have 
been scattered in rupture of the spleen. 

Kirrner, of Breslau, in an autopsy after extirpa- 
tion of the spleen, found 100 true spleens which had 
certainly not been there before. He does not think 
that extirpation of the spleen in leukemia is justified 
by Seefisch’s case. 

WULILSTEIN, of Bochum, extirpated a spleen 
reaching to the iliac fossa in a very sick child two 
months old. Recovery from the operation was un- 
eventful, and the patient is getting along very well. 

JENCKEL, of Altona, has performed the operation 
five times. In the two cases of pernicious anemia 
he did not see any good effects. One case proved 
afterwards to be syphilis, and tabetic crises de- 
veloped. Jenckel is very skeptical as to the indica- 
tions in pernicious anemia. 

FRIEDRICH, of Kénigsberg, emphasizes the good 
effect in hemolytic icterus. Kiittner’s case died 
in his forty-fifth year of extraordinarily severe 
arteriosclerosis. The aorta was hard as wood; 
moreover there was a multiple xanthomatosis of 
the extremities. 

MiusaM, of Berlin, regards spontaneous hemor- 
rhage in pernicious anemia as a contra-indication. 
He lost two cases of this kind from the operation. 
He has never seen such improvement in the blood 
picture as reported by the Vienna authors. He has 


not had good results either from preliminary treat- 
ment with thorium-X or from after-treatment with 
arsenic. 


KATZENSTEIN. 
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Karsner, H. T., Amiral, H. H., and Bock, A. V.: 
A Study of the Influence of Splenectomy and 
of Certain Organs and Organ Extracts on the 
Hzemopsonins of the Blood Serum. J. Med. 
Research, 1914, xxx, 383. By Surg., Gynec. & Obst. 


In the course of investigations of the relation of 
the spleen to blood changes and to jaundice Pearce 
and Austin found an increase in the number of 
endothelial cells of the lymph-nodes and noted 
that most splenectomized dogs that succumbed to an 
injection of hemolytic immune serum, within 48 
hours showed much phagocytosis of red corpuscles 
by these cells and by the stellate cells of the liver 
capillaries. These observations suggested the possi- 
bility that, in the absence of the spleen, the function 
of producing endothelial cells phagocytic for ery- 
throcytes (normally a function of the spleen and to 
a much less degree of the lymph-nodes) becomes 
highly developed in the latter organs. 

Accordingly the following study was carried out 
by the authors in order (1) to confirm Pearce and 
Austin’s observations, (2) to study the hemopsonic 
content of the blood of normal dogs as compared 
with that of splenectomized dogs, (3) to study the 
hzmopsonic content of the venous blood returning 
from various organs of the body, (4) to study the 
influence of various tissue extracts on hemopsonic 
activity, (5) to compare the effects on hamophag- 
ocytosis of extracts of the lymph-nodes of normal 
and of splenectomized dogs. 

From their series of experiments the authors draw 
the following conclusions: 

1. Provided the spleen has been removed for a 
period of time less than a week and more than two 
days, the intravenous injection of a specific hamo- 
lytic immune serum, in doses large enough to pro- 
duce hemoglobinuria, is followed by marked 
phagocytosis of erythrocytes by the endothelial 
cells of the lymph-nodes and liver. In the lymph- 
nodes the process starts about three hours after the 
injection of immune serum, reaches its height about 
24 hours after the injection and is practically com- 
plete in 48 hours, when the endothelial cells are found 
to contain large quantities of pigment, presumably 
as the result of blood destruction. 

2. A study of hemopsonins of the blood serum 
under the experimental conditions indicated in the 
text fails to show that the phagocytosis of erythro- 
cytes, so prominent in the lymph-nodes of the 
splenectomized animal following a fairly large intra- 
venous dose of specific hemolytic immune serum, 
is dependent upon local or general variations in 
hamopsonin in the splenectomized animal or is 
influenced by organ extracts of normal and of 
splenectomized animals. GeorceE E. BEILsy. 
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Walscheid, A. J.: Visceral Ptosis. Internat. J. Surg., 
1914, XXVii, 335. By Surg., Gynec. & Obst. 


According to the author, the main etiological 
factor of visceral ptosis is a disturbance of intra- 


abdominal pressure. This is brought about mainly 
in two ways: (1) by a drooping undeveloped thorax, 
resulting in a loss of tone of the diaphragm, and (2) 
by a relaxation of the abdominal muscles, resulting 
in “pot belly.” Other subsidiary causes are hered- 
ity and neglect in childhood, mental and physical 
exertion with poor resistance, overtaxing an un- 
developed capacity; chronic diseases, such as tuber- 
culosis, chlorosis, rheumatic diathesis, pregnancy, 
lipomatosis, abdominal adhesions, and the wearing 
of a corset not properly fitted. 
The treatment consists in fixing the dependent 
organs by suturing in position. Post-operative 
‘treatment consists in a series of breathing and 
calisthenic exercises to stimulate diaphragmatic 
function and the use of electrical sinusoidal currents 
to the respiratory, abdominal, and erector spine 
muscles, J. H. 


Winslow, R.: Penetrating Wounds of the Ab- 
domen. J. Am. M. Ass., 1914, xiii, 1165. 
By Surg., Gynec. & Obst. 

In considering penetrating wounds of the 
abdomen Winslow divides them into two classes: 
(1) those occurring in civil practice, and (2) those 
occurring in military service. 

In the treatment of penetrating wounds in civil 
service, he strongly advocates laparatomy early in 
all cases where the proper hospital and surgical 
facilities can be obtained. 

The palliative treatment is advocated in military 
service, because for obvious reasons laparatomy can 
not be resorted to on the field, and by the time the 
patient is in a hospital it is. too late. 

Winslow and his assistants have treated 44 cases, 
6 without laparatomy, of which 4 died. In penetrat- 
ing wounds of the abdomen in which laparatomy 
was done 55 per cent recovered; in perforation of 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Slocum, R. B.: Bone Regeneration. South. M. J., 
1914, vii, 822. By Surg., Gynec. & Obst. 
The author reports a case in which the lower third 
of the tibia was crushed, but the fibula was not 
damaged, and the ankle-joint was not involved. 
Two inches of the bone was punched out, and there 
was practically no periosteum left, except, possibly, 
a narrow ridge along the border of the interosseous 
membrane. A gutter was made with fascia and 
allowed to fill with blood-clot, after the method of 
Hass. After the swelling had subsided the leg was 
put up in plaster. At the end of fifteen weeks there 
was complete bony union, so that the patient could 
walk. There was still, however, a slight sinus 
to the bone, but there was no shortening. 
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hollow viscera 48.5 per cent recovered; in gunshot 
wounds with perforation 40 per cent recovered; in 
stab-wounds with perforation 83 per cent recovered; 
in cases in which the liver, spleen, and other struc- 
tures were injured but without perforation of a 
hollow viscera 36 per cent recovered. Of those 
with perforation of the stomach alone 45.5 per cent 
recovered. Of those with perforation of the intes- 
tines alone 51.75 per cent recovered. 
EUGENE Cary. 


Dalziel, T. K.: Practical Points in Abdominal 
Surgery. Glasgow M. J., 1914, lxxxii, 249. 
By Surg., Gynec. & Obst. 

The stomach and duodenum are discussed in 
this paper. In regard to deformities the pylorus 
is frequently stenosed. The symptoms usually 
appear the first few weeks and consist of persistent 
vomiting of everything eaten, obstinate constipa- 
tion, marked peristaltic waves, tumor mass, and 
rapid loss in weight. The treatment is almost 
always operative and the operation recommended 
by the author is a pyloroplasty. The operation 
consists of a longitudinal incision over the pylorus 
down to, but not including, the mucosa. The 
incision is then sewed up transversely, thus making 
a larger lumen. Several cases are reported by the 
author. 

Acute dilatation of the stomach is one of the 
gravest post-operative complications. It manifests 
itself by frequent vomiting, pain in the epigastrium, 
and visible distention of the organ. Lavage is the 
best means of treatment, although gastro-enteros- 
tomy is rarely necessary. Chronic dilatation of 
the stomach is not so frequent and usually results 
from an obstruction of the pylorus. Surgical 
treatment consists in pyloroplasty or gastro- 
enterostomy. J. H. Skies. 


The author quotes Lewis’ conclusion that bone 
may unite after fracture, or a space fill in after 
resection, without the aid of any periosteal or bony 
ridge, and that transplanted fascia may be made to 
take up the nutritional and limiting functions of 
the periosteum. ARCHER O’REILLY. 


Weil, S.: Experimental Study of Periosteum Re- 
generation (Experimentelle Untersuchungen zur 
Frage der Periostregeneration). Beitr. s. klin. Chir., 
1914, xci, 664. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
When defects are artificially made in the perios- 
teum, no regeneration of periosteum takes place, 
but the gap is filled in with scar tissue, under which 
the surface of the bone shows aseptic necrosis. Along 
the edges of the defect in the periosteum new bone is 
formed that may far exceed the normal bone in 
thickness. KIRSCHNER. 
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Schabad, J.: Metabolism in Congenital Fragility 
of the Bones (Der Stoffwechsel bei angeborener 
Knochenbriichigkeit). Pédiatria, 1914, vi, 81, 195. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After a review of the literature on the disease the 
author describes a case of hisown. The patient was 
the third child of parents who were related to each 
other. The oldest is normally developed and healthy; 
the second was an abortion. The patient was born 
with a fracture of the humerus; there was curvature 
of both humeri and femurs at birth. Up to seven 
years of age she had had 12 fractures: 4 of the fe- 
mur, 4 of the humerus, 3 of the ribs, and 1 of the 
lower leg. In the réntgen picture the smallness and 
frailty of the diaphyses of all the long bones was 
noticeable; the cortex was very thin; the narrow 
cavities increased in size; there was marked callus 
formation in the humerus and femur. The patient 
was under normal in size and was very frail. 

Studies of metabolism showed that the patient 
assimilated three times less calcium than normal 
children of the same age with the same nutrition. 
Further studies in metabolism were undertaken 
under different medications; calcium assimilation 
was found to be best under phosphorized cod-liver 
oil and hypophysochrom; it was poorest under thy- 
roid preparations, and moderate under arsenic. 
Hypophysochrom caused diarrhoea, and during the 
treatment a new fracture appeared, so the author got 
satisfactory results only with phosphorized cod-liver 
oil. Von DEHN. 


Connell, F. G.: Giant-Celled Tumor of Bone. /7r. 
West. Surg. Ass., Denver, 1914, Dec. 
By Surg., Gynec. & Obst. 


The multiplicity of terms used to designate 
giant-celled tumors of bone shows the indefinite- 
ness of all of them. A theoretical distinction may 
be made between the various tumors, but clinically 
and microscopically this distinction may not always 
be apparent. 

That such tumors are benign or comparatively 
non-malignant was probably first recognized by 
Koenig and emphasized by Mikulicz. In this coun- 
try Bloodgood has been an enthusiastic and con- 
sistent advocate of the benignancy of such new- 
growths, and his assumption has to a large extent 
been accepted; yet the fact that a malignant type of 
such a tumor does occur brings into prominence 
the question, ‘‘What is a giant-cell sarcoma?” 
The answer is not definite, and the usual definition 
does not prevent differences of opinion. 

One group of authorities considers the giant-cell 
a mere incident and that the matrix in which the 
giant-cell lies is responsible for the clinical features. 
Mallory emphasizes the fact that there are giant- 
cells of different types: one a benign foreign body 
giant-cell and the other a tumor giant-cell. 

This lack of a common understanding relative 
to this tumor is shown by reference to a reported 
case in which eminent pathologists each made a 
different diagnosis of a section from this type of bone 
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tumor. It would seem that a diagnosis of sarcoma 
can not be made from the histological picture alone. 

It has been claimed that metastases from giant- 
cell tumor of bone do not contain giant-cells. A 
case from the literature is quoted in which metasta- 
tic nodules in the lung secondary to amputation of 
the arm and local recurrence showed giant-cells. 

The author reviews the usual microscopic, ma- 
croscopic, X-ray, and clinical characteristics, and 
cites two cases, one a foreign body giant-cell tumor 
of the antrum, which was perfectly well eight years 
after an incomplete operation. The other case 
was a giant-cell sarcoma of the upper end of the 
tibia, in which curettage and carbolic acid and al- 
cohol cauterization were followed by local recur- 
rence. The tumor spread in spite of two additional 
curettages and cauterization. Amputation was 
immediately followed by satisfactory results. 

The conclusions are: 

1. A diagnosis of giant-cell sarcoma is not suffi- 
cient. Such a tumor is usually benign, but may be 
malignant. 

2. The diagnosis should be made regardless of 
the presence or absence of giant-cells. 

3. The giant-cells should be differentiated into 
either foreign body or tumor giant-cells. 

4. The prognosis is more favorable with the 
foreign body type. 

5. Giant-cells have been found in metastases 
in the lung. 

The marked difference of opinion regarding this 
condition is evidently due to there being a number of 
entirely different pathological processes as yet un- 
differentiated that are being classed together. 


Jones, S. F.: Primary Sarcoma of the Lower End 
of the Femur Involving the Synovial Mem- 
branes. Ann. Surg., Phila., 1914, Ix, 440. 

By Surg., Gynec. & Obst. 


The author gives a very full and carefully pre- 
pared clinical and pathological report of a primary 
sarcoma of the knee-joint; the rarity of the condition 
being shown by the fact that this is the eighteenth 
authentic case in medical literature. 

Several features of the case are of unusual in- 
terest. It is the youngest case on record of a 
primary synovial sarcoma of the knee-joint. It 
occurred in a seventeen-year-old girl. It early 
resembled, clinically, a tuberculous involvement, 
that being the provisional diagnosis made upon the 
first examination of the knee. 

There was rapid increase of fluid in the knee- 
joint; pain was absent at first, but later was very 
severe, coming on after complete immobilization 
for three weeks. Aspiration showed the fluid to 
be serosanguineous. There was only slight atrophy, 
and that only in the calf muscles; there was a slight 
impairment of joint motion, but absence of crackling 
or crepitation on motion. 

The radiographic findings on first examination 
were negative, emphasizing the point that the 
X-ray in sarcoma of the bone does not always 
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demonstrate pathological lesions which are present 
and may, therefore, be misleading. Careful path- 
ological examinations should be made of every 
joint case before radical surgical procedure is 
undertaken. 

The discussion of the pathological report em- 
phasizes the fact that some giant-cell sarcomata are 
benign and others malignant, and that each case 
must be studied by itself to determine whether the 
giant-cell found is benign or malignant, one variety 
being of endothelial origin formed from the en- 
dothelium of blood-vessels, and the other a true 
tumor-cell indicating high malignancy. 

H. W. Witcox. 


Brown, D. D.: Rheumatoid Arthritis. Bri/. M/. J., 
1914, ii, 666. By Surg., Gynec. & Obst. 
Though no definite figures are given, the author 
states that 70 per cent of all cases of rheumatoid 
arthritis are due to pyorrhcea. Medication, he 
believes, is well worth while. He places his re- 
liance mainly on creosote or guaiacol, which he 
administers in the form of a cachet (guaiacol car- 
bonate, grains 5; guaiacol resin, grains 5); ifthe pain 
is severe, he prescribes calcii acetosal, grains 5, 
with quinine sulphate, grains j; these he gives on 
alternate weeks with some form of iodine, and in 
most of these cases he also gives thyroid extract, 
grains j, two or three times daily. Electricity and 
massage he considers very important adjuvants. 
M. S. HENDERSON. 


Axhausen, G.: The Origin of Free Bodies in the 
Joint; Their Relation to Arthritis Deformans 
(Die Entstehung der freien Gelenkkérper; ihre 
Beziehung zur Arthritis Deformans). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author thinks that Kénig’s theory of the ori- 
gin of free bodies in the joints is proved; that is, that 
they originate from reactive dissecting processes in 
the neighborhood of a primary injury to the joint. A 
study of the so-called premonitory stages of joint 
bodies proves this. An injury to a circumscribed 
part of the joint leads to local and general reactions. 
The local phenomena are regenerative in character; 
the general ones, whose nature is not well under- 
stood, are in accordance with what is mistakenly 
called consecutive arthritis deformans. The local 
processes are first a transformation of dead cartilage 
into living fibrous cartilage by the migration of cells 
from neighboring living cartilage, and second in the 
absorptive and dissecting action of transformed 
subcartilaginous marrow—subcartilaginous  dis- 
section. If subcartilaginous dissection predominates 
there is a disintegration of the circumscribed injured 
area of the joint from the mechanical effect of exfolia- 
tion. 

Although the author agrees with Kénig’s view as 
to the formation of the bodies, he agrees with Barth 
that the cause of the primary injury to the joint is 
trauma. The mechanics of trauma of the knee-joint 
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is almost always a collision of the patella with the 
cartilage-covered surface of the femur through direct 
violence from the front or from the side. This is 
readily understood, for here, at the most exposed 
place, cartilage rests upon cartilage. This explains 
the localization of the defects, 60 per cent on the 
anterior cartilage-covered surface of the femur and 
30 per cent on the posterior surface of the patella. 
This also explains the fact that both sites are so fre- 
quently involved. 

As a certain histological proof of the traumatic 
origin of free bodies in the joints, the author demon- 
strated injuries to cartilage that were surrounded 
on both sides by zones of marked degeneration of 
cartilage. This was also true in cases where there 
was no history of trauma. The practical deduction 
from this is that, since the free body is frequently 
only a part of the injured area in the joint, simple 
removal of solitary bodies is not sufficient. Free 
opening of the joint is indicated, in order to examine 
the site of origin of the free bodies and to remove any 
injured cartilage. This is the only way to exclude 
injurious effects that may follow from the leaving 
behind of necrotic areas of cartilage. Other forms of 
traumatic arthritis deformans are also caused by 
lesions of the cartilage. Therefore, arthrotomy 


should be resorted to much more frequently than it 
has been heretofore, not only in the cases where the 
dissecting process can be demonstrated in the 
réntgen picture, but even when the réntgen picture is 
negative if there are signs of lesions of the cartilage. 
Arthritis deformans juvenilis of unknown etiology is 


also the result of marked traumatic arthritis de- 
formans, and therefore it is amenable to operative 
treatment. The author reports a number of good 
results from these extended indications for operation. 

In the discussion, BArtH of Danzig stated that 
he had previously taken up the question. He be- 
lieves that free bodies arise from traumatic or ar- 
thritic processes or from a combination of the two. 

GOETJEs pointed out the significance of the crucial 
ligaments in the origin of such bodies. He observed 
foreign bodies in three cases where the cartilage was 
torn out by the action of the crucial ligaments. The 
cause of such an injury may be very slight, a slight 
misstep being sufficient to produce joint-mice after 
a time. KATZENSTEIN. 


Marshall, H. W.: Several Practical Features 
Associated with the Management and Treat- 
ment of Obscure Arthritis. Boston M. & S. J., 
1914, cIxxi, 595. By Surg., Gynec. & Obst. 


The author discusses the difficulties and successes 
which are encountered by the specialist in the man- 
agement of some of the more obscure joint diseases. 
He calls attention to the constant search for new 
remedies for treating arthritis, and claims that a 
better understanding and application of correct 
principles in handling these cases will bring more 
satisfactory results than any single specific measure. 

A closer coéperation between the general practi- 
tioner and the specialist will increase the success of 


154 INTERNATIONAL ABSTRACT OF SURGERY 


all concerned. Improving the possibilities of home 
treatment is another important line of advance. 
Matters of personal hygiene and knowledge of the 
many physiological relations between the different 
organs of the body will continue to be factors of 
the greatest importance in the treatment of these 
conditions. Rosert B. Corre. 


Jones, R.: The Treatment of Arthritic Deformities. 
Brit. M. J., 1914, ii, 741. By Surg., Gynec. & Obst. 
The author reviews his work on the deformities of 
chronic arthritis. He believes that most of the 
deformities are preventable if the disease is recog- 
nized early and proper treatment begun; that in 
view of ankylosis the joint should be allowed to be- 
come fixed in the position of greatest usefulness. 
He states that in children most deformities can be 
corrected by manipulation during the active stage 
of the disease, but that osteotomy is preferable for 
the reduction of the detormity in older people in 
which there is sound fibrous ankylosis. At the 
hip-joint he recommends a transtrochanteric osteot- 
omy with division of the adductors. In disease of 
the vertebra he recommends fixation of the spinous 
processes by the methods of Hibbs and Albee, or by 
his own method which consists in laying a bony 
transplant in a groove made in the lamina at the 
bases of the spinous processes. 

Arthroplasty may be looked upon as a valuable 
and successful procedure. The character of the 
intervening substances whether bone, fascial flap, 
fat, or muscle, is not so important as good technique, 
perfect asepsis, and sound judgment. Arthroplasty 
at the elbow or hip is most favorable. The results 
in the knee are not so encouraging. It is contra- 
indicated in the young, in the presence of disease, 
in cases where prolonged ankylosis and infiltration 
have destroyed the muscles, or where scar tissue 
around a joint endangers the vitality of the flaps. 

Finally, in the painful progressive deformities, 
such as osteo-arthritis of the hip, he recommends 
the prevention of friction of the tender joint sur- 
faces, and describes his operation on the hip in which 
he chisels off the great trochanter, preserving its 
muscular attachments, removes the neck of the 
femur, and nails the trochanter over the acetabulum. 

Forest P. WILLARD. 


Jones, R.: Internal Derangements of the Knee. 
Surg., Gynec. & Obst., 1914, xix, 427. 

By Surg., Gynec. & Obst. 

The author relates his personal experience with 
mechanical derangements of the knee-joint. Dis- 
placement of the semilunar cartilage is considered 
in detail, also the mechanism of such displacement, 
its diagnosis and treatment. Eighty per cent of the 
cases have shown injury to the internal cartilage, 
and the cartilage is usually displaced while the leg 
is moderately flexed and then forcibly abducted. 
Some few cases, however, have occurred during 
extension. In nearly all instances the cartilage is 
displaced inward and may show a variety of lesions. 


The most common symptom of displaced me- 
niscus is a sudden inability to extend the leg, this 
condition being present immediately after the 
injury. A few cases show such locking only after a 
considerable length of time after the injury. Fol- 
lowing the initial trauma there is usually a synovitis. 
This synovitis disappears early, and then the patient 
is up and about until the knee locks again and the 
syndrome is repeated. It is usually at this stage 
that the patient is seen. In the differential diagno- 
sis, hyperplastic frir ges, lipomata, and semidetached 
bodies are considered. Manipulative reduction 
should be attempted in recent injuries. The leg 
is acutely flexed, the surgeon then rotates the tibia 
inward and, at a given signal, the patient is forcibly 
aided to extend the leg. If this fails and in the 
other class of cases where the cartilage has been 
out for some time, operation is indicated. 

Mention is made of the details of the author’s 
technique for arthrotomy; namely, the flexed 
position of the leg, the incision being made through 
bichloride gauze and all sutures handled with in- 
struments. Such pedantic asepsis is insisted on. 
The remarks concerning displaced cartilage are 
based on considerably more than 1,000 operations of 
this condition. 

Cases are often seen in which loose bodies prevent 
the normal knee movement. Sometimes they 
constitute an entity; at other times they are a part 
of an osteo-arthritis. In either case the treatment 
is removal. In such removal it is necessary to split 
the patella longitudinally to gain free access to the 
body. 

Extra-articular osteomata also cause locking of 
the joint. The modus operandi of such locking is 
by direct interference with the controlling muscles 
and tendons. 

The diagnosis of ruptured crucials is discussed. 
The operative treatment is considered to be dis- 
couraging, preference being given to absolute rest 
for several weeks. 

Fractures of the tibial spines are often seen. In 
this injury, on attempting full extension of the 
limb there is a feeling of definite bony block, and 
this should be differentiated from the obstruction 
experienced in displaced cartilage. Immediate 
open operation is indicated in these cases, the me- 
dian longitudinal incision being employed and the 
spines removed. 


Oliver, P.: Myositis Ossificans Following a Single 
Trauma. J. Am. M. Ass., 1914, Ixiii, 452. 
By Surg., Gynec. & Obst. 
This malady follows severe traumatism such as 
dislocation, and is found most commonly in middle- 
aged men. The favorite site is at the elbow-joint, 
after trauma or dislocation, and in the thigh muscles, 
although the condition may be found in other 
muscles. 
The character of the process is the formation of 
spongy bone in the muscle. Microscopically, in 
the early stage it shows degenerated muscle, blood 
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pigment, red cells, young connective tissue, osteoid 
tissue, and later on typical cancellous bone. After 
trauma a lump appears at the site of the injury and 
continues to grow for several weeks. Heterotopic 
bone, as far as is now known, is caused by two 
agencies only: skeletal osteoblasts and young 
granulations in contact with calcified areas. It is 
believed by many that osteoblasts come from the 
periosteum and grow in the pulpified tissue or bits 
of periosteum and are drawn or pulled into the mus- 
cle. The condition may cause trouble or not, 
depending on the location of the injured area. The 
process is not a “‘ myositis,” but is either a metapla- 
sia of connective tissue or a periosteal growth. 
Pathological findings seem to indicate that it is the 
same as the so-called parosteal or exuberant callus. 
Many believe the outcome will be favorable if the 
condition is left alone. Some advise immobilization 
after severe injury tothe favored points of occurrence. 
All are agreed that operation should not take place 
until several months after the injury. Some be- 
lieve operation does more harm than good, while 
others report good results from the removal of the 
calcified area. C. C. CHATTERTON. 


Murphy, J. B.: Ischemic Myositis; Infiltration 
Myositis; Cicatricial Muscular or Tendon 
Fixation in Forearm; Internal, External, and 
Combined Compression Myositis with Subse- 
quent Musculotendinous Shortening. J. Am. 
M. Ass., 1914, Ixili, 1249. By Surg., Gynec. & Obst. 


The author believes that the condition clinically 


known as Volkmann’s contracture is an ischemic 
myositis resulting from a too tight splint (external 
compression), or hemorrage or effusion into the 
muscles (internal compression), or both. It is not 
due to arterial or venous obstruction, for the former 
leads to dry gangrene and neither of these is present 
in these cases. The damage is all done in the first 
forty-eight hours after application of the bandage. 
The muscular contraction and flexion deformity, 
however, do not become apparent for many weeks. 
There is no nerve involvement unless the nerve 
is especially compressed. Those cases in which 
there is paralysis and elongation of a muscle, as in 
the toe-drop during a Buck’s extension treatment, 
are due to degeneration of the axis cylinder processes 
of the motor nerves. 

The most prominent symptom in the early stage 
of the condition is intense pain. There is swelling 
of the hand, stiffening, and finally complete loss of 
motion in the fingers. The contraction deformity 
is the result of scar formation following the destruc- 
tive inflammation and atrophy of the muscle-cells. 

To avoid the occurrence of myositis a compression 
splint or tight constricting cast should never be 
immediately applied to a fractured limb. The re- 
duction and replacement of fragments can be ac- 
complished six to ten days later as well as on the 
day of the fracture. An elbow should never be 
acutely flexed immediately after the accident. 
Bandages and splints should never be applied for 
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the purpose of reducing a fracture. It may be 
necessary to split the fascia on the antero-ulnar 
side of the forearm to relieve a persistent cyanosis. 

For correcting the deformity the author employs 
the method of tendon lengthening by open operation. 
Zach tendon is cut by the half-through incision on 
opposite sides, connected by a longitudinal incision, 
and sutured together again with silk. To obtain 
complete extension it is also sometimes necessary 
to divide the joint capsule at the wrist. It is 
essential to separate the tendons from each other 
by flaps of fascia and fat to prevent general adhe- 
sions. The hand is then put up in a splint with 
hyperextension at the wrist and finger-joints. After 
ten days voluntary flexion and extension is en- 
couraged, but should not be forced to a degree 
causing pain. Inall the author’s cases, five of which 
are reported, there was no case in which practically 
full power of flexion and extension was not obtained. 

W. A. CLark. 


Fagge, C. H.: Injuries of the Semilunar Cartilages. 
Guy's Hosp. Gas., 1914, Xxvili, 403. 

By Surg., Gynec. & Obst. 

The author concludes that lesions of the knee- 
joint are infrequent in America, since the American 
literature on the subject is scanty. German 
literature is also very limited. At the Royal 
Victoria infirmary at Newcastle-on-Tyne, 156 
cases of operation for semilunar cartilage injuries 
are reported in one year. Martin of Newcastle 
reports 449 cases, 62 per cent of which were miners. 
It is generally agreed that injury of these cartilages 
is usually caused by the indirect violence of forcible 
rotation when the knee is semiflexed, and that the 
internal cartilage is the one usually affected. With 
the rotation there is almost always a_ beginning 
extension with tightening of the ligaments to which 
the cartilage is attached, resulting in a tearing of 
the latter. It is easily demonstrated that in flexion 
there is a shrinking of the joint toward the center 
and that with extension the cartilages tend to be 
expressed out of the joint cavity. Diagnosis is 
very difficult in the early stages. Differentiation 
must be made between chronic synovitis with 
thickening of the ligamentum mucosa, “ melon- 
seed bodies,” which are organized particles of 
synovial exudate, and isolated synovial fringes. 
Most cases are under thirty years of age. A snap- 
ping or clicking knee is usually due to disturbance in 
the movement of the external cartilage. It is not 
advisable to operate at the first attack. The knee 
should be firmly bandaged and maintained as 
nearly extended as is comfortable without a splint. 
A knee locked in flexion may be released by first 
fully flexing, then extending with inward rotation. 
Incision for exploration should be large enough for 
the purpose and is best done with the knee in flexion. 
The author uses a vertical incision. Although the 
idea that the knee-joint is especially susceptible 
to infection is dying out, it is important never to 
ignore the risk of sepsis. Weakness or stiffness is 
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not likely to follow the operation, but in elderly 
patients a tendency to degenerative arthritis may 
be accentuated. W. A. Crark. 


Speed, K.: Injuries of the Great Toe Sesamoids. 
Ann. Surg., Phila., 1914, Ix, 478. 
By Surg., Gynec. & Obst. 


In a short but interesting article well illustrated 
the author discusses the anatomy, causes, and 
treatment of these injuries, dwelling chiefly on 
fractures which he says are due to direct violence: 
(1) squeezing of the great toe between heavy 
masses; (2) falls from a height, the body striking 
with the whole weight on the foot; (3) sudden in- 
crease of weight-bearing force when carrying heavy 
weights and missing the footing with the force 
expended through the great toe-joint. 

The symptoms simulate metatarsalgia or rheu- 
matism. Palpation gives little information, but a 
good X-ray shows separation of the fragments of the 
sesamoid long after the foot has recovered from the 
more severe injury that usually masks the condition 
—the symptoms usually not appearing until 
weight-bearing is resumed. 

Treatment by pads, plates, etc., has not been 
successful, the symptoms continuing until an opera- 
tion was performed to remove the fragments. 
This operation is best accomplished through a lateral 
incision just above the line of tough plantar skin 
on the inside of the foot. Both bones should be 
removed, for if this is not done the one remaining 
will protrude so far as to give similar symptoms 
later. C. E. WELLs. 


FRACTURES AND DISLOCATIONS 


Henderson, M. S.: End-Results in Fractures. T7r. 
Northwest. Railway Surg. Ass., Chicago, 1914, Dec. 
By Surg., Gynec. & Obst. 


Different men hold varying views as to end-results 
in treating fractures according to the material which 
comes to their hands. The surgeon treating recent 
fractures in men engaged in the active pursuits has 
an optimistic view of the end-results. The ortho- 
pedic surgeon, on the other hand, is rather pessimistic, 
as the end-results he sees are all bad. Non-union 
or delayed union is usually brought about by in- 
adequate and insufficient fixation or by allowing too 
short atime. Complete bony union is slow to occur. 
Experimental work shows that bony union occurs in 
83 to 150 and 175 days. 

Fractures of the neck of the femur are troublesome 
in the old cases since there is usually marked absorp- 
tion of the neck with consequent shortening. With 
early diagnosis and adequate fixation much better 
results are obtained in these cases. Late operations 
are not satisfactory and the author describes one in 
which bone transplantation was done. Fractures 
of the ankle or Pott’s fracture frequently give poor 
end-results due not to poor primary care but to 
inadequate after-care. These patients should be 
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provided with a raised inner sole to the shoe, outside 
iron, and inside T-strap to throw the weight on the 
outer side of the foot before weight-bearing is per- 
mitted. Fractures in the region of the elbow fre- 
quently show limitation of motion due to excessive 
callus formation. Lack of flexion is most incon- 
venient and can best be prevented by treatment of 
these cases in acute flexion and supination. Passive 
motion vigorously applied is too often the cause of 
excessive callus formation and tender joints causing 
restriction of motion. Quite often fractures of the 
shaft of the femur operated on by the Lane plate 
subsequently bow outward because of too early 
weight-bearing. It is not out of the ordinary to 
keep these patients off the fractured leg six months, 
and better results are insured. 

In reviewing these cases of bad end-results, the 
striking point is not that the primary care was poor 
or inefficient, but that the after-care was not con- 
trolled or carried out with the fixed purpose of treat- 
ing each case as a law unto itself. 


Parker, R.: The Use of Small Bone Fragments in 
Ununited Fracture. Proc. Roy. Soc. Med., 1914, 
vii, Surg. Sect., 275. By Surg., Gynec. & Obst. 
The author proposes a method for the stimulation 
of bone growth in cases of non-union. The method 
is an application of the principles of bone growth as 
brought forward by Sir William Macewen, consisting 
of the clipping off of the ends of the bones and in- 
serting between them all the unossified material 
after its removal. The pieces are merely crumbs of 
bone and remain in contact with each other and 
with the main fragments. This filling together 
with the hemorragic tissue is supposed to ossify and 
produce firm union. W. A. Crark. 


Watson, J. H., and Snowball, T.: The Improvisa- 
tion of Apparatus in the Treatment of Certain 
Fractures in Modern Warfare. Lancet, Lond., 
1914, clxxxvii, 849. By Surg., Gynec. & Obst. 


In a second article the authors take up the treat- 
ment of fractures of the upper arm, especially those 
received in recent wars. They consider that for the 
compound comminuted fractures received from 
projectiles in battle the best results looking to the 
prevention of deformity and shortening can be 
obtained by the use of a modified Borchgrevink 
splint, the construction and application of which 
they describe. 

It consists of a crutch-shaped, soft wood splint, 
properly padded and placed in the axilla and along 
the inner side of the arm. Adhesive plaster straps 
applied to the inner and outer aspects of the arm, in 
connection with an elastic rubber-tubing arrange- 
ment, serve to exert traction upon the lower frag- 
ment. Its advantages, as set forth, are that it is 
comfortable, not easily displaced, permits any 
degree of traction likely to be required, and the 
amount of pull is easily regulated. It has been 
tried in many severe fractures and has been found 
to be efficient. H. W. Witcox. 
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Hartshorn, W. E.: A Suggestion Regarding the 
Treatment of Fractures about the Elbow- 
Joint. Med. Rec., 1914, Ixxxvi, 752. 

By Surg., Gynec. & Obst. 


The author prefers the acutely flexed position 
rather than the semiflexed position in the treatment 
of fractures about the elbow-joint, especially 
fractures of the external and internal condyles. 

He describes and illustrates an ingenious method 
of securing the acutely flexed position by the ap- 
plication of narrow adhesive strips around the arm 
and forearm beginning at the elbow, the strips over- 
lapping to the wrist and shoulder, the arm being 
thus held in acute flexion. Other wider strips 
passed around the chest and over the opposite 
shoulder serve as supports. The skin of the arm 
and forearm is protected by a gauze bandage. 

ARTHUR J. Davipson. 


Mouchet, A.: Late Paralyses of the Ulnar Nerve, 
Following Fractures of the External Condyle 
of the Humerus (Paralysies tardives du nerf 
cubital 4 la suite des fractures du condyle externe de 
Vhumerus). J. de chir., 1914, xii, 437. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In fractures of the external condyle of the humerus 
late paralyses of the ulnar nerve sometimes occur as 
late as sixteen to twenty years afterward. More- 
over, there is always a marked valgus of the ulna, 
and the external condyle is frequently very much 
displaced and can be felt in its abnormal position. 
The réntgen picture shows a fracture of the external 
condyle with more or less marked dislocation of the 
fragments. 

The results of the fracture are changes in the static 
conditions of the joint. The median half of the 
olecranon fossa is more taken up by the olecranon, 
and this is followed by hypertrophy of the internal 
condyle and a flattening out of the groove for the 
nerve. The result of this is valgus of the ulna that 
is sometimes very pronounced. As a result of the 
fracture, which is sometimes continued into the 
joint, periostitis often arises. A further result of the 
fracture of the condyle is more or less displacement 
of the head of the radius. The ulnar is in its proper 
position, but shows signs of inflammation and de- 
generation of individual axis cylinders. The groove 
for the nerve is frequently decreased in size, or even 
almost completely obliterated. The nerve can then 
be moved slightly in a transverse direction. Be- 
cause of the changes in the joint the nerve is placed 
under tension over the internal border of the olecra- 
non, especially when the arm is extended. Operation 
is always indicated in such cases. 

Operations that cannot be commended are simple 
neurolysis, creation of a new canal for the nerve, and 
displacement of the ulnar nerve to the flexor side of 
the arm. The author recommends a supracondylar 
wedge-shaped osteotomy on the inner side of the 
humerus, after removal of the external condyle. The 
ulnar nerve is not injured in this operation; it is not 
necessary even to see it. He reports three cases 
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treated in this way. After the fragments are placed 
in the right position—the bone can be broken 
manually after the wedge-shaped excision—a Vel- 
peau’s bandage is applied and left on for two weeks, 
when it is renewed. In the author’s cases, the pain 
in the nerve and the reddening of the little finger 
disappeared in two days. The results were very 
good. GRUNE. 


Saar, G. von: Treatment of Supracondyloid 
Fracture of the Humerus by Plastic Operation 
on the Joint (Zur Behandlung der Fracture 
humeri supracondylica mittels Gelenkautoplastik). 
Deutsche Ztschr. f. Chir., 1914, xxviii, 20. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In supracondyloid fracture of the humerus, which 
is so frequently observed in children, an ideal 
result is often prevented by the complex nature of 
the fracture, the interposition of muscle between 
the fragments, or the failure of the short-sighted 
parents to take the child to a physician for treat- 
ment. In such cases the author advises operation. 
The humerus, particularly the distal fragment, is 
dissected, the superfluous callus removed with the 
chisel, and the interposed soft parts with knife and 
forceps. After reposition of the fragments they are 
wedged to each other; in most cases the peripheral 
fragment is pointed and pushed into a groove in the 
central fragment. In some cases the opposite pro- 
cedure may be used. Generally, flexion and ex- 
tension may be secured immediately after the 
operation by passive movements. The distal 
fragment, on which the periosteum should be pre- 
served as far as possible, generally takes and is 
completely viable. 

Von Saar describes six cases operated upon by 
this method and reports brilliant results, although 
recovery was complicated by a rise of temperature 
in some of the cases. After-treatment consists of 
the usual measures employed in ankylosis of joints. 
This method is to be recommended in all cases of old, 
badly healed fractures with marked interference 
with motion, and in irreplaceable cases. The work 
contains detailed case histories and _ illustrative 
réntgen pictures. Vorscnistz. 


Fabian, E.: Treatment of Fracture of the External 
Condyle of the Humerus by Extirpation of the 
Free Fragment (Zur Behandlung der Fractura 
condyli externi humeri mittels Exstirpation des 
freien Fragments). Deutsche Ztschr. f. Chir., 194, 
CXXVili, 4009. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Among 24 cases of fracture of the external condyle 
of the humerus, 9 were operated on: 4 times by 
replacement and nailing of the fragments, 4 times 
by total and once by partial excision of the external 


condyle. The indication for operation was marked 
functional disturbance. Of the 4 cases treated by 
total excision only one showed a satisfactory func- 
tional and cosmetic result after one to one and three- 
fourths years. All the others showed more or less 
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valgus; limitation of motion; and snapping, crack- 
ing, and grating on motion. 

Fabian draws the conclusion that excision is 
primarily useful in old cases with functional dis- 
turbance, but that it may also be used in recent 
cases in the so-called rotation fractures, when non- 
operative replacement is not successful. = PLENz. 


Anglin, W. G.: Subtrochanteric Fracture of the 
Femur. Canad. M. Ass. J., 1914, iv, 804. 
. By Surg., Gynec. & Obst. 

The author proposes what he believes to be the 
best non-operative method of treatment for the 
subtrochanter fracture of the femur. 

Most fractures of the upper third of the femur are 
due to great violence, and they present the dis- 
placement, flexion, abduction, and anterior rotation 
of the upper fragment, the lower fragment dropped 
backward and pulled up with the resulting shorten- 
ing of limb, eversion of foot, and deformity of thigh. 
He believes the Hodgen splint is best suited to 
fracture of this type. 

The apparatus and mode of application is de- 
scribed in great detail. The apparatus consists 
briefly of two parallel bars of metal, connected at 
both ends, curved at the upper end to fit the body 
at FPoupart’s ligament. The parallel bars are 
slightly bent at the knee, and the lower end is 
about six inches from the foot. Canvas strips are 
used as a hammock to rest the limb on. The entire 
apparatus is suspended. 

The author uses coaptation splints and Buck’s 
extension to help retain good position. He be- 
lieves that the results are better, the patient is 
handled with less care, and is more comfortable, 
than with any other type of apparatus. 

C. C. CHATTERTON. 


Whitman, R.: A Critical Analysis of the Treat- 
ment of Fracture of the Neck of the Femur. 
Ann. Surg., Phila., 1914, Ix, 485. 

By Surg., Gynec. & Obst, 
After twenty-five years of study the author finds 
that these fractures are usually incomplete; so that 
while the immediate result is usually most satisfac- 
tory, coxa vara frequently develops with resulting 
disability. The abduction method which he advo- 
cates utilizes natural leverage, ligamentous tension, 
and muscular relaxation to correct the deformity 
and appose the fragments. It is at odds with the 
established principles and practice which insist that 
impaction shall not be disturbed and that repair 
will not occur, the treatment in all cases having 
been influenced by that of the old and feeble cases, 
and consisting essentially of traction in the line of 
the body, which, if effective at all, is only so in 
cases having constant supervision. The results 
in these cases were so poor that the British Commit- 
tee classed only 22 per cent as good. 
It is evident that repair can take place only when 
the fragments are in contact, and to secure this is 
the primary object of the abduction method of 
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treatment. The method is so poorly understood 
that it is given in some detail. 

The patient, under anesthesia, is placed on a 
pelvic support, a pelvic bar for counter-pressure 
being usually employed, and the extended limbs 
held by assistants. The normal limb is abducted 
to the normal limit. The injured limb is first ro- 
tated and flexed to disengage the soft parts, then 
completely extended and put under traction by an 
assistant to overcome shortening, while at the same 
time rotation is corrected and the limb brought into 
a position of full abduction corresponding to that of 
the other side. Care is taken that the pelvis is 
level and the limbs in exact correspondence in every 
particular, and in this position a plaster spica is 
applied from axilla to toes. By these manipulations 
shortening is overcome, and the fragments brought 
and held in apposition by the tense capsule aided 
by muscular tension. Early functional use is en- 
couraged, and the prognosis is good, not being 
adversely affected by age, as is shown by Whitman’s 
statistics which show that of 20 patients between 
24 and 46 years of age, 6 had good results; of 30 
between 45 and 60 years, 8 had good results; and of 
30 over 60 years, 5 had good results. The article 
is well illustrated by photographs and X-ray plates. 

C. E. WELLs. 


Pettit, J. A.: The Extension Treatment of Frac- 
tures of the Neck of the Femur: Its Occurrence 
in Elderly Subjects. Northwest Med., 1914, vi, 
303. By Surg., Gynec. & Obst. 


One-third of all the fractures of the aged are of 
this type. Changes in the bone, senile osteoporosis, 
and lessened resistance make the chances of re- 
covery less likely. Many cases are only half 
treated and in many instances results are not 
expected. Pettit proposes and describes in detail 
a type of treatment he has found to be very satis- 
factory. It is a modification of the Maxwell-Ruth 
method of extension and counter-extension. 

A good reduction is of paramount importance. 
The apparatus consists of a Hodgen splint giving 
linear extension, and a stirrup and weight at the 
upper end of the femur giving lateral extension. 
The result of these two forces is a pull in line with 
the neck of the femur. The advantages of this 
method are that the patient has more freedom, 
can sit in bed and change from side to side, and is 
much more comfortable than with the common 
dressings. 

Photographs are shown of four cases, 63 to 84 
years of age, in which functional results were 
obtained. C. C. CHATTERTON. 


Barnes, W. S.: Immediate Bone-Transplantation 
in Compound Comminuted Fracture of the 
Tibia and Fibula. Surg., Gynec. & Obst., 1914, 
xix, 541. By Surg., Gynec. & Obst. 


Barnes reports a case of compound comminuted 
fracture of the tibia and fibula in a woman, 59 
years of age, in which he performed a bone-trans- 
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plantation, using one of the tibia fragments for the 
transplant. 

The operation was done three days after the in- 
jury. The skin was badly crushed and the tibia 
severely comminuted for a distance of five inches. 
All loose fragments were picked out and one of 
these, five and one-half inches long and about three- 
eighths of an inch thick, was placed in sterile solution 
and later was transplanted into the gap in the tibia, 
the ends being embedded in the medullary canal 
of the tibia fragments above and below, and given 
additional security by catgut loop fixation. The 


transplant was free of periosteum and its asepsis 
not assured. The operation was undertaken to 
save the leg and the results justified the risk taken. 
Nine weeks after the operation there was a solid 
bony union and growth was progressing steadily. 


Schultze, E. O. P.: Habitual Luxation of the 
Shoulder (Die habituellen Schulterluxationen). 
Arch. f. klin. Chir., 1914, civ, 138. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Schultze has made after-examinations of the 26 
cases of habitual luxation of the shoulder treated 
in the Berlin University clinic since 1908. Sixteen 
operations were performed on 14 patients. The 
operation consisted in making an anterior lon- 
gitudinal incision, separating the deltoid with a 
blunt instrument, laying bare the anterior surface 
of the joint capsule, and, in most cases, opening the 
joint. No examination of the interior of the joint 
was made. The edges of the wound in the capsule 
were drawn over each other and sutured together. 
In some cases the capsule was decreased in size by 
suturing without opening. ' There were no peculiar- 
ities observed in the capsular tissue, except that 
sometimes it was very thin and easily torn. 

The operation can be called a success only when 
there has been no recurrence for at least two years. 
The last patient was operated on only a year anda 
half ago, and of the other 13 only 6 are cured, and 
2 of these do not feel altogether safe. Three of the 
failures were in bad epileptic cases, and recurrence 
took place after only a few months; therefore de- 
creasing the size of the capsule by suture does not 
give very certain results, and it is to be noted that 
some of the non-operated cases, treated by Desault’s 
bandage, Hoffa’s bandage, or blood injections into 
the joint cavity, remained free of recurrence. 

In order to determine the causes of the failure of 
treatment, Schultze made a series of studies on 
corpses, after he had found from the history of all 
the cases observed that the primary dislocation had 
followed either hyperabduction or hyperextension of 
the arm. The examination of the cadaver showed 
that it was not a question of a longitudinal tear 
in the capsule, but that the capsule was torn away 
from its insertion to the scapula or humerus. After 
reposition the wound edges did not come together 
and the gap was filled in with elastic cicatricial tis- 
sue. If this condition was imitated in the cadaver 
by the insertion of a strip of fascia into the gap, the 
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arm could easily be redislocated. Suture of the 
capsule from the anterior side could only be success- 
ful if it was performed as near the midline as pos- 
sible, and if, after incision, a large extent of the 
capsule surface was superimposed. After simple 
stretching of the capsule no dislocation occurred, at 
most a subluxation, and separation of the muscles 
caused only a slight sinking down of thearm. There 
was never rupture of the muscle insertions or car- 
tilaginous sections of the glenoid cavity in the 
cadaver. 

Clinically, bone injuries are very rare in habitual 
dislocation of the shoulder; dislocations primarily 
due to injuries of the tuberosities are also rare. 
The injuries to the muscles and interior of the joint 
are in the majority of cases a secondary result of 
habitual dislocation. In one case, in an epileptic, 
there had been complete absorption of a section 
of bone above the greater tuberosity, which was 
regarded as traumatic softening without previous 
direct fracture of the tuberosity. It is important 
to get good réntgen pictures, preferably stereoscopic 
views. In some cases there was a fine linear shadow 
perpendicular to the axis of the joint at the site of 
the supposed tear of the capsule; sometimes there 
were also periosteal proliferations of bone on the 
humerus at the site of the tear. A changed radius 
for the curvature of the head and a lengthening of 
the neck is a result of long-continued habitual 
dislocation. A slight flattening of the head, on 
the other hand, may be regarded as constituting a 
predisposition to habitual dislocation, as well as 
defective torsion; that is, there is too small an 
angle of inclination between the plane of the head 
and that of the shaft. The majority of cases arise 
from hyperabduction. 

Schultze demands that for operation there must 
be a free view of the joint cavity. An opening from 
behind with temporary sawing through of the bone 
can only be recommended when there are graver 
injuries. More effective is reluxation of the head, 
by which free bodies and bits of cartilage can be 
removed. In rupture of the insertions into the 
tuberosities, the muscle insertions should be sutured 
by Miiller’s method; in suture of the capsule, the 
axillary route of Schlange and Thomas is to be 
preferred: viz., suture at the lower border of the 
pectoralis major, pushing aside of vessels and nerves, 
suture with internal rotation and elevation of the 
arm. Schultze proposes to narrow the capsular 
space in the transverse direction and to quilt on a 
flap of fascia which is fixed to the point of insertion 
of the capsule to the bone with two nails. 

BERGEMANN. 


SURGERY OF THE BONES, JOINTS, ETC. 


Albee, F. H.: Original Surgical Uses of the Bone- 
Graft. Surg., Gynec. & Obst., 1914, xviii, 699. 
By Surg., Gynec. & Obst. 


The author’s report is based on an experience 
gained from 253 human bone-graft cases in a period 
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of three years, also a large amount of animal ex- 
perimentation, both macroscopic and microscopic, 
devoted to the study of the bone-graft when used 
in ways similar to the technique employed in human 
cases. 

These include 178 cases of Pott’s disease, 16 wedge- 
graft corrections in cases of congenital club-foot, 
17 inlay grafts for ununited fractures of the long 
bones, and 14 paralytic foot deformities; the re- 
maining cases include bone-grafting for fixation of 
tubercular ankle, repair of osteomyelitic cavities, 
transplanting astragalus for the head and neck of 
the femur, the correction of paralytic drop-wrist, 
deformity of the tibia following fracture, under- 
development of the jaw, fixation of tubercular 
knee, reinforcing the bony deficiency and muscular 
weakness in spina bifida, in conjunction with 
arthoplasty for paralytic dislocation of the hip, 
congenital dislocation of the hip, paralytic scoliosis, 
restoring depressed nasal bridge, fixation of tuber- 
cular sacro-iliac joint, ununited fracture of the spine, 
ununited fracture of the femoral neck, congenital 
absence of tibia, replacing bone deficiency following 
removal of osteosarcoma, mobilizing ankylosed hip 
and carpus by use of osteocartilaginous grafts. 

For each class of cases the author describes his 
operative technique and post-operative treatment 
in detail. He also gives case histories, shows 
numerous photographs and skiagrams taken before 
and after treatment and drawings illustrating his 
technique. 

It is the author’s experience, borne out by other 
workers, that the bone-graft is a trustworthy 
surgical agent when taken with its enveloping mem- 
branes and contacted with bone. His successes 
have been practically 100 per cent. The bone-graft 
apparently acts always asa stimulus to osteogenesis 
of the bone into which it is engrafted or contacted. 
When well contacted, the bone-graft becomes im- 
mediately adherent to the recipient bone by newly 
formed tissue which becomes solid bone within four 
weeks’ time. From his experience with bone-graft 
the author recommends its use whenever possible 
instead of metal internal splints. R. O. RITTER. 


Oechsner, J. F.: Autoplastic Bone-Grafting. 
Surg., Gynec. & Obst., 1914, xix, 531. 
By Surg., Gynec. & Obst. 
The two cases cited by the author show the rapid- 
ity of bone regeneration during the first year of 
critical X-ray and clinical examinations, demon- 
strating that the rapid bone development was in all 
probability due to the use of a sufficiently large 
bone-graft with its periosteum attached, and demon- 
strating that all the histologic factors in bone re- 
generation were responsible for the rapid growth. 
In the second case, even though suppuration oc- 
curred in the graft and several dead spicule were 
removed, the regeneration of bone went on un- 
interruptedly, so that while asepsis is strictly urged 
it does not follow that infection means the death 
of the graft, particularly where the infection is 
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localized and limited. The radiographs show a 
steady growth of bone, so the prediction can be made 
that the bone will be restored entirely to the normal. 
Measurements of cases also show that the bone 
which was grafted has grown in length so that where 
the epiphyses remain intact this may always be 
expected. 

The measurements in the second case are as 
follows: 

From anterior superior iliac spine to inner malle- 
olus: Before operation, affected leg, 25 inches; 
sound leg 261% inches. After operation, affected leg, 
2714 inches; sound leg 28 inches. 

The author’s conclusions are: 

1. The autogenous transplantation of bone is an 
established surgical procedure. 

2. Whether dependent for growth on periosteum 
or upon the graft as a scaffold for the development 
of blood-vessels, transplants for the present should 
be provided with both, particularly plenty of 
periosteum. 

3. Non-absorbable material had better be avoided 
wherever possible; dovetailing and absorbable 
suture material should be used in their stead. 

4. It is highly probable that organized bone 
tissue will in the future take the place of foreign 
material now used in the Lane plates for fractures. 

5. For the present the thorough applicability of 
heterogenous grafts has not been established. 

6. Bone-grafting should never be done in the 
presence of an active infection. 

7. Most rigid asepsis should be exercised. 

8. Bone-grafts probably owe their virility and 
ultimate success to the rapidity of blood-vessel 
development plus the presence of osteoblasts wher- 
ever they may be. 

9. Growth in the length of bone may confidently 
be predicted in the case of children when the 
epiphyses remain intact. 


Hesse, E.:. Restoration of the Crucial Ligaments of 
the Knee-Joint by Free Transplantation of 
Fascia (Ersatz der Kreuzbiinder des Kniegelenks 
durch freie Fascientransplantation). Deutsche Ge- 
sellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author reports a case in the Obuchow Hos- 
pital, St. Petersburg, in which the crucial ligaments 
of the knee-joint, which had been destroyed by 
trauma, were successfully replaced by the free trans- 
plantation of fascia. 

The patient, a 40-year-old man, fell from the third 
story, with the result that there was marked lateral 
mobility of the knee-joint ; the crucial ligaments were 
ruptured; the tibia was displaced anteriorly; and 
the ligamentum proprium of the patella was rup- 
tured. Grekow operated two weeks after the acci- 
dent with the patient under intravenous hedonal 
anesthesia. The tibia was reduced and only short 
fragments of the crucial ligaments were left on the 
surface of the tibia. After strips taken from the 
fascia lata had been fastened to the femur by boring 
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holes through it, they were sutured crosswise with 
the remnants of the crucial ligaments left on the 
tibia. Since suture of the ligamentum proprium of 
the patella was not successful, the gap here was also 
bridged over with fascia lata. Healing was by first 
intention; the functional results were good, and there 
was no lateral movement. 


Fauntleroy, A. M.: Amputations. Med. Rec., 1914, 
Ixxxvi, 702. By Surg., Gynec. & Obst. 


The surgical attitude toward the removal of 
limbs has undergone quite a change in recent years. 
Aseptic surgery, recent advances in blood-vessel 
surgery (suture, anastomosis, and transplantation), 
Bier’s hyperemic treatment, arthroplasties, trans- 
plantation of bone to fill defects, and réntgen 
therapy have enabled the surgeon to avoid amputa- 
tions which formerly would have been necessary. 

When once the indication for amputation has 
been established there are two main factors to be 
kept in mind: (1) the safeguarding of the patient’s 
life and (2) the securing of a useful, painless stump. 
The patient’s general resistance is of great impor- 
tance in the first of these. Where shock is present 
resistance should be strengthened by energetic 
treatment with stimulants such as brandy, ether, 
atropin, morphine, infusion of salt solution, or 
transfusion of blood. When the operation can be 
postponed the time should be devoted to building 
up the patient and making a careful examination of 
the various organs, administering any corrective 
treatment that may be necessary. The application 


of Crile’s anoci-association principle should always 


be resorted to. 

Securing a painless, movable, and useful stump is 
the greatest importance, and primary union and 
careful planning of the flaps are essential in bringing 
about the desired result. Proper arrest of hamor- 
rhage, careful handling of the soft parts, obliteration 
of the so-called “‘dead spaces,” and the introduction 
of drainage—to be removed on the second day— 
are important factors in securing primary union. 
The flaps should be so planned as to conserve the 
length, strength, and supporting character of the 
member and to allow for subsequent muscular con- 
traction. 

To avoid a painful stump, which the author con- 
siders is due to the fixation of the nerve-ends in the 
scar, he advises pulling out the divided nerves for a 
distance of three or four inches, dividing them and 
allowing them to retract. To limit osseous forma- 
tion at the end of the stump the removal of the 
terminal bone-marrow and a periosteal cuff as 
recommended by Bunge, or one of the osteoplastic 
bone-covering flap methods may be used. Next to 
painful stump, disturbances of function are of 
importance. The joint on which the stump hinges 
may become partly or wholly ankylosed. To avoid 
this the splint should be removed as soon as primary 
union has occurred and the joint freely and passively 
exercised. Disturbances with the lever action of 
the stump may be brought about by irregularity of 
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muscular action. This may be prevented by care- 
fully anchoring the severed tendons to the peri- 
osteum or by adjusting the opposing muscles over 
the end of the bone. 

In choosing the “site of election” the author 
follows the accepted teaching. He believes that in 
amputation of the forearm and wrist the plastic 
operation of Vanghetti is worthy of a trial. 

Frank D. Dickson. 


Lyle, H. H. M.: Aperiosteal Amputation. J. Am. M. 
Ass., 1914, Ixili, 1140. By Surg., Gynec. & Obst. 
The aperiosteal method of amputation consists 
in denuding the stump of the bone of its periosteum 
for one centimeter and curetting out one centimeter 
of the medullary canal. The advantages of this 
method over the periosteal, osteoplastic, and ten- 
dinoplastic methods are that (1) it furnishes a good 
weight-bearing stump, (2) there are no spicules of 
bone from dislodged periosteum causing pain, and 
(3) it is the simplest method. 

The osteoplastic method is serviceable only in 
selected cases and the technique is difficult. In 
case of amputation following trauma, sepsis is most 
likely to follow this method in which a bone flap is 
made to cover the end of the stump. 

The periosteal method consists in covering the 
stump with periosteum and the results are bad, 
although this method is employed by the majority 
of surgeons. 

In the tendinoplastic method a broad sheet of 
tendon is used to cover the sawed surface, but such 
a tendon is not available for every amputation. 

The bad result of amputations in general is 
illustrated by the finding of only two weight-bearing 
stumps in 96 cases investigated. Out of thirteen 
cases performed by the oldest New York surgeons, 
only one was found to be a good end-bearing stump. 
According to Bier, the cause of pain in amputation 
stumps is the bony spicules growing from perios- 
teum. In the aperiosteal method these outgrowths 
are precluded. Another cause of pain is said to be 
atrophy of the stump. This is avoided by massage 
and early weight-bearing after the aperiosteal am- 
putation. The method originated with Bunge in 
rgoo and had a practical test in the Russian-Japa- 
nese war. Ranzi, from von Eiselsberg’s clinic, 
reported 31 weight-bearing stumps out of 40 cases. 

W. A. Crark. 


ORTHOPEDICS IN GENERAL 


Webb-Johnson, C.: The Soldiers’ Feet and Foot- 
gear. Brit. M.J., 1914, ii, 748. 

By Surg., Gynec. & Obst. 

Since soldiers’ feet must be capable of standing 
the stress of long marches without becoming in- 
capicitated, Captain Webb-Johnson considers that 
all recruits suffering from severe types of flat-foot, 
hallux valgus, hammer-toe, ingrowing toe-nails, 
corns, and bunions should be rejected. Mild cases 
of flat-foot may be disregarded. Any man who 
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cannot raise himself on his toes and restore the arch 
by action of the calf muscles should be rejected. 
He does not believe in mechanical supports for the 
arch, but considers exercise in the milder cases to be 
of use. Mild cases of hallux valgus may be im- 
proved by wearing a shoe with wide toes and straight 
last and by keeping the great toe in a straight line 
by mechanical means. Hammer-toe can be treated 
only by operative methods. He takes up in detail 
care of the feet during the campaign, and lays 
special stress on constant medical inspection of the 
feet, properly fitted and well-ventilated shoes, and 
the need of carefully fitted socks, which should be 
washed after long marches and different pairs worn 
on alternate days. De Forest P. WiLtarp. 


McCurdy, S. T.: Some Chronic Deformities of the 
Hand and Forearm. = Pilisburgh M.J., 1914, ii, 1. 
By Surg., Gynec. & Obst. 

McCurdy considers three types of injury: (1) 
fascia injuries and contractions; (2) nerve injuries 
and deformities resulting therefrom; and (3) tendon 
injuries. 

Dupuytren’s contraction is cited as a typical 
fascia injury. It is due to contraction of the palmar 
fascia resulting in flexion, increasing in degree. It 
is due to often repeated trauma to the hand; and 
rheumatic and specific conditions are supposed to 
favor it. The treatment consists in removal of the 
palmar fascia and retention of the hand in the cor- 
rected position for several months to prevent recur- 
rence. 

Contractions of the forearm and wrist may re- 
sult from injury to the brachial plexus, as a complica- 
tion of fracture of the clavicle or dislocation of the 
humerus or other nerve injury associated with 
fracture or dislocation of the arm and forearm, or 
injury to the soft parts. 

McCurdy considers Volkmann’s ischemic paraly- 
sis the most common form of this type of injury. 
The resulting claw-hand is of marked degree. 
Stretching of the muscles, as recommended by 
Volkmann, or tendon lengthening or transplantation 
may be resorted to for treatment. 

Tendon injuries result in inability to move the 
fingers or one of its digits; mallet-finger or drop- 


Henderson, M. S.: Some Observations on the 
Operative Treatment of Tuberculosis of the 
Spine. St. Paul M. J., 1914, xvi, 560. 

By Surg., Gynec. & Obst. 


The author reports 39 cases operated upon: 33 
by the Albee and 6 by the Hibbs methods. He 
states that he would like to report them as cured, 
but cannot do so, and that while all the patients 
have been improved he considers the operation 
only an aid to treatment. All patients are ad- 
vised to wear a brace for a year. 
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finger where the finger—usually the distal joint— 
is turned at right angles from its axis; and snap- 
finger where the finger is held flexed and cannot be 
extended or, if it is, is snapped back into flexion. 
Correction of the cause by uniting severed tendons, 
forcible or gradual correction, and retention in 
correcting splints are the methods of treatment 
recommended. Frank D. Dickson. 


Hibbs, R. A.: Muscle-Bound Feet. NV. Y. M. J., 
1914, C, 797. By Surg., Gynec. & Obst. 


A muscle-bound foot is one in which dorsal flexion 
is limited to ninety degrees or more by a short calf 
muscle. A normal foot should be capable of eighty 
or seventy degrees dorsal flexion. This limited 
flexion causes a short stride and a shortened rest 
period for the calf muscles. Because of the heel 
being held elevated for so long a period there is 
abnormal strain on the foot due to the weight being 
borne on the distal ends of the metatarsals. The 
improper muscle action gives rise to an impaired 
circulation so that the feet are cold and may have 
slight varicosities. The patient suffers from fatigue 
as a result of the nervous strain as well as the 
local strain. The effect of this strain, especially 
upon growing boys and girls, is not fully appreciated; 
permanent damage to the organism may result. 
The strain should be guarded against by encouraging 
exercise of the leg muscles and the wearing of shoes 
without heels. 

Two things are essential in the treatment— 
the obstruction to dorsal flexion must be removed 
and opposing power must be developed in the 
anterior muscles. This is best accomplished by 
Jengthening the Achilles tendon and putting the 
foot in a cast at about ninety degrees dorsal flexion, 
two to three months for children, and four to six 
months for adults, thus giving time for restoration 
of the muscular balance. Of thirty-eight of the 
author’s cases, the limit of dorsal flexion was 105 
to 9o degrees; all had poor circulation as shown by 
cold perspiring feet and all suffered from fatigue and 
serious impairment of walking. In all these cases 
the operation resulted in complete relief from all 
symptoms and none has had to have any further 
treatment. W. A. CLARK. 


He advises that the operation include two verte- 
bre above and two below the diseased area. Each 
case should be studied, and operation recommended 
only in those cases showing bony destruction in the 
radiograph. 

The results of the 33 cases are: one is no better; 
9 are too recent to be reported; one has not been 
traced; 2 were cured but one of these died later of 
acute pulmonary tuberculosis; 12 were distinctly 
benefited and 13 much improved; one died later of 
the disease. James O. WALLACE. 
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Elsberg, C. A.: Laminectomy for Spinal Tumor. 
Ann. Surg., Phila., 1914, Ix, 454. 
By Surg., Gynec. & Obst. 
The author bases his report on 58 operations for 
spinal growth, in 37 of which a growth was found. 
In 19 of these the tumor was intradural but extra- 
medullary. Of those in which no tumor was found, 
about one-third were relieved by the operation. 
The differential diagnosis between extramedul- 
lary and intramedullary tumors was shown to be 
difficult, as two of the cases of intramedullary 
growths gave a history of pain without dissociation 
of sensations, which is contrary to the generally 
accepted idea regarding such tumors. The growths 
are usually located higher than suspected. In one 
case which was operated upon at the tenth dorsal 
without result, a tumor was found at a subsequent 
operation at the first dorsal. 
The author makes the incision so that the middle 
of it is three vertebra higher than the sensory level. 
It is important to have sufficient exposure, and noth- 
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Waugh, G. E., Evans, E. L., Sargent, P., and 
Others: The Resection of the Posterior Spinal 
Nerve-Roots—Rhizotomy. Brit. J. Surg., 1914, 
ii, 205. By Surg., Gynec. & Obst. 

The collected reports and opinions of several 
individual operators are given relative to the re- 
sults obtained from the section of posterior nerve- 


roots according to the method proposed by Foerster. 
The reports include 58 cases, in which there were 6 


deaths. The results of the operations are dis- 
cussed as regards the relief of spasticity, visceral 
crises of tabes, and peripheral pain. 

There were 34 cases treated for spasticity, the 
majority of which were Little’s disease. Of these 
22 were improved, 8 unimproved, and 4 died. The 
criterion of improvement was the ability to walk. 
The tactors which favored success were: (1) early 
age, (2) normal mental condition, (3) preservation 
of voluntary power in the muscles, and (4) absence 
of contractures. In brief, the operation seemed 
to be of use in those cases in which spasticity was 
the main feature and which were best adapted 
to performing certain physical exercises after opera- 
tion. 

Five cases were treated for the relief of the gastric 
crises of tabes, with the result that 3 were improved 
and 2 unimproved. 

For the relief of pain 15 cases were treated by 
posterior root-section; of these 12 were cured and 4 
unimproved. In 3 instances the failures seemed to 
be due to the division of an insufficient number of 
nerve-roots. In the other failure the pain was 
evidently central in origin. 

If the operation is to be successful for the relief 
of pain, the lesion must be localized and the nerve- 
roots of at least one segment above and below must 
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ing less than complete laminectomy will accomplish 
this—hemilaminectomy is useless. The cord 
should never be grasped with fingers or instruments; 
when necessary to move it a strip of the dentate 
ligament should be grasped with forceps for making 
traction. It is disastrous to undertake the removal 
of an intramedullary tumor unless it has been com- 
pletely extruded from the cord. Complete re- 
covery cannot be expected unless the operation is 
performed early in the disease. After several years 
of pressure on the cord, improvement is impossible; 
however, slight improvement was obtained in one 
case of nine years’ duration. 

Of 8 cases of intramedullary tumors removed or 
in which attempts at removal were made, 2 have 
almost completely recovered, 2 have slowly im- 
proved, 2 died six and eight months later, and 2 
died immediately after operation. Of 12 cases 
from which extramedullary growths were removed, 
6 are well, 3 are greatly improved, and 3 have not 
been benefited. W. A. CLARK, 


NERVOUS SYSTEM 


be included in the root-section, except in herpes or 
neuralgia, in which the lesion is probably in the 
posterior root ganglia, and section of a single root 
may be sufficient. BARNEY Brooks. 


Williams, T. A.: Traumatic Neurosis. Am. J. M. 
Sc., 1914, cxlviii, 567. By Surg., Gynec. & Obst. 


The cause of traumatic neurosis is shown to be 
purely psychic, derived from a false notion of the 
patient which induces depressing emotions dis- 
turbing to both bodily health and life relation. A 
clear illustration of the mechanism is that of the 
“conditioning” of the gastric reflex of dogs by 
psychological stimuli whether these are pleasurable 
or painful. The removal of the extraneous sugges- 
tion would remedy the neurosis but for the fact that 
memory maintains its action; so the mental content 
must be modified at its foundation, and this re- 
quires considerable analysis of the patient’s trends 
—hence the complete failure of such naive pro- 
cedures as reassurance and suggestion. 

Law suits and malingering, so often interwoven 
with these cases, have created misunderstandings, 
but idemnity is not necessarily curative even of 
the malingerer. A case which lasted seven years 
after receiving heavy damages is reported. 

In the complicated case, proper psychological 
reconstruction, made possible by clear analysis, 
inevitably cures, as the mechanism of neurotic dis- 
turbances after accidents differs in no way from 
that found in cases where there has been no accident 
at all. Furthermore, its nature is not so complex 
as to be beyond the understanding of a layman, so 
that its principles can readily be grasped when pre- 
sented in court by an expert witness who really 
understands them. 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Carrel, A.: Present Condition of a Strain of Con- 
nective Tissue Twenty-Eight Months Old. 
J. Exp. Med., 1914, xx, 1. By Surg., Gynec. & Obst. 


Carrel has previously shown that connective 
tissue can be kept outside of the organism in a con- 
dition of permanent life. The purpose of the ex- 
periments he is now conducting is to determine the 
present condition of a strain of connective tissue 
which after having undergone 358 passages has now 
reached the twenty-ninth month of its life in vitro. 
The strain of connective tissue was derived from a 
piece of heart extirpated on Jan. 17, 1912, from a 
chick embryo 7 days old. The fragment of heart 
pulsated for 104 days and gave rise to a very large 
number of connective-tissue cells. These cells 
multiplied actively during the past two years, and 
produced a large amount of connective tissue. At 
present a great many cultures are obtained from 
the strain every week. 

A comparison of the amount of tissue produced 
by a given culture in 48 hours this year with that 
produced in the same time by the same strain of 
cells a year ago shows that the activity of the strain 
has increased, and Carrel has been able to demon- 
strate that during the third year of independent 
life the connective tissue shows greater activity than 
at the beginning of that period, and is no tonger 
subject to the influence of time. He believes that 
if accidents are excluded, connective-tissue cells, 
like colonies of infusoria, may proliferate indefinitely. 

GeorGcE FE. 


Jones, F. S., and Rous, P.: The Cause of the Local- 
ization of Secondary Tumors at Points of 
Injury. J. Exp. Med., 1914, xx, 404. 

By Surg., Gynec. & Obst. 

It is pointed out that the localization of secondary 
tumors at points of injury is a very frequent observa- 
tion; for instance, it has been shown that mouse 
tumors may be made to localize secondarily in the 
liver about splinters implanted in that organ. The 
authors have carried on a long series of experiments 
in an endeavor to throw some light upon the cause 
of this phenomenon and the relation of trauma to 
the localization of secondary tumors. The results 
of their study may be summarized as follows: 

For the experiments the peritoneal cavity has 
been employed as offering relatively uncomplicated 
conditions, and the fate of mouse tumor brought 
into contact with a peritoneal lining injured in 
various ways has been studied. 

The injection of a suspension of mouse tumor into 
a healthy peritoneal cavity has little success, as a 
rule, compared with a similar injection into the 
subcutaneous tissue. The authors found that the 
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resistance of the peritoneal lining thus indicated 
can be largely if not completely abolished by the 
preliminary injection of a mechanical irritant. 
That the change thus brought about is independent 
of general immunity phenomena is shown by the 
fact that a local injury renders susceptible the part 
of the peritoneum immediately affected, and that 
part only. Special tests show that the factor of 
importance in rendering the peritoneum more sus- 
ceptible is the injury to the subendothelial connec- 
tive tissue. Susceptibility persists after the en- 
dothelium has regenerated over the reacting con- 
nective tissue. 

Schmidt has found that the cells of tumor emboli 
in the pulmonary arterioles are able to penetrate 
the endothelium of the vessel only after they have 
been provided with a stroma from the subendothelial 
connective tissue. The authors’ findings are easily 
explained on the basis thus suggested. A connective 
tissue highly cellular and perhaps still proliferating 
as the result of injury may well elaborate the stroma 
for a tumor more rapidly than normal connective 
tissue. Tests of growth in vitro support this idea. 
Connective tissue reacting to an injury grows pro- 
fusely and almost immediately when incubated 
in plasma; whereas normal tissue from the same 
region usually shows no growth whatever. 

Dead tumor fragments in contact with the perito- 
neum cause a change favorable to the lodgment and 
growth of later tumor fragments. It seems not 
improbable that the peritoneal dissemination of 
certain human neoplasms may be accomplished 
indirectly through the death of the first tumor 
fragments cast off. 

The authors’ observations have been purposely 
confined to the effects of injury on the peritoneal 
lining; but they seem to afford the basis for a gen- 
eralization. The secondary localization of tumors 
at points of injury may be attributed with good 
reason to the presence at such points of an active 
connective tissue capable of elaborating a stroma 
rapidly and abundantly; for it is the proliferation 
of the subendothelial connective tissue to form a 
supporting stroma that determines the fate of free 
tumor-cells, whether these lie on the peritoneum or 
within a vessel. GeorcE E. 


Rous P., and Lange, L. B.: The Greater Sus- 
ceptibility of an Alien Variety of Host to an 
Avian Tumor. J. Exp. Med., 1914, xx, 413. 

By Surg., Gynec. & Obst. 


It has been shown by the authors that a trans- 
plantable sarcoma of the fowl, known as chicken 
tumor XVIII in their series, succeeds better in 
chickens of an alien breed—plymouth rock— 
than in those of the variety in which it originated— 
brown leghorn. This is not due to gross physical 
differences in the two breeds but to some more 


subtle factor and one which perhaps acts by in- 
fluencing the agent causing the tumor. It would 
seem that chicken tumor XVIII, as it occurred in 
nature, was an instance of a disease appearing 
spontaneously in an animal of relatively insuscepti- 
ble variety. GeorcE E. 


Rous, P., and Murphy, J. B.: Immunity to Trans- 
plantable Chicken Tumors. J. Exp. Med., 1914, 
XX, 410. By Surg., Gynec. & Obst. 


The phenomena of natural and acquired resist- 
ance to transplanted chicken tumors strikingly 
resemble those observed in the case of transplanted 
mammalian growths; and similarly, they suggest 
that the tumors have an extrinsic cause. 

That there may exist in fowls implanted with a 
chicken tumor a resistance directed against the 
tumor-causing agent distinct from the resistance 
manifested against the alien tumor-cells has been 
shown ina previous article. Both sorts of resistance 
are present in a fowl in which a tumor has retro- 
gressed, the resistance in such an instance being 
acquired. That directed against the agent is largely 
specific, giving little if any protection against the 
agents causing other tumors. There is some evi- 
dence that the conditions upon which a fowl’s 
natural resistance depends are the same for the 
agents causing different chicken tumors. 

It has preved impossible to protect chickens 
against the agent causing the simple sarcoma by 
injecting them with dried tumor material in which 
this agent has been attenuated by heat. The trans- 
fer of blood from resistant fowls to fowls with grow- 
ing tumors is, in the authors’ experience, void of 
effect on the tumors. Georce E. BEILBy. 


Bryan, W. A.: Sarcoma. Tex. St. J. Med., 1914, x, 
210. By Surg., Gynec. & Obst. 


The author refutes the idea that there is a sarcoma 
age. If the tumor is more frequent in the young 
than in the old or middle-aged individuals, it is 
because people of this age are more numerous, and, 
even admitting this he has seen two sarcomata in 
adults for every one seen in children. 

Sarcomata do not necessarily have to attain a 
large size before they are recognized. The laity 
should be taught this. It is wiser to remove a 
small suspicious tumor and make the diagnosis 
microscopically after removal than to wait for 
further developments. Sarcomata, as a rule, do 
not produce pain early. Pain occurs only when 
pressure or infiltration, ulceration, or inflammation 
set in. Pain is not pathognomonic, not constant, 
and is never present at the time when the tumor 
should be recognized and removed. 

Early sarcomata are movable, except those occur- 
ing in bone, but they ultimately become fixed. 
Long before the tumor has immobilized itself 
many cells may have migrated and established 
themselves in new territory. Sarcoma-cells enter 
the blood very easily and metastasis may occur 
long before the primary tumor becomes fixed. 
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For this reason it is not advisable to cut sections 
for diagnosis. The blood-vessel walls in the tumor 
are very thin, and when broken down the tumor- 
cells enter the circulation readily. 

The author urges the early removal of tumors 
which are at all suspicious. The final diagnosis is 
best made after removal. Epwarp L. Corner 


Loss, J. R., and Ebeling, A. H.: The Cultivation of 
Human Sarcomatous Tissue in Vitro. J. Exp. 
Med., 1914, Xx, 140. By Surg., Gynec. & Obst. 


The first attempt to cultivate human malignant 
tumor in vitro was made in 1911 by Carrel and 
Burrows. Small fragments of tumor were cultivated 
in normal human plasma and incubated. It was 
observed in some cases that after a few days the 
fragments were surrounded by many cells, but 
generally liquefaction of the medium occurred. 
The tissues were kept in a condition of survival for 
a few days, but no real cultures were obtained. 
Lately it has become possible to keep human foetal 
tissue, derived from fresh cadavers, in a condition 
of independent life for several generations, and the 
authors therefore attempted to cultivate human 
sarcomatous tissue in the same manner. 

Two experiments were made in which fragments 
from human sarcomatous tissue were cultivated. 
It was possible to keep cultures of such tissue in a 
condition of active life in vitro for several genera- 
tions. 

During the first 24 hours of incubation there was 
usually no evidence of cell proliferation, and only 
slight liquefaction around the primitive fragments. 
When no liquefaction occurred, growth of new cells 
manifested itself after 48 hours. Twenty-four hours 
after passage into fresh medium (first passage), 
cell proliferation was observed in those cultures 
which showed no evidence of growth when first 
cultivated. In comparison with human connective 
tissue, the rate of growth was practically the same 
as in the beginning, but a gradual decrease in the 
activity and extent of cell proliferation was observed 
as the length of time increased during which the 
culture was carried through successive passages. 
Microscopic examination of the first outgrowth of 
cells showed the presence of large round cells, as 
well as elongated and ramified ones. In subsequent 
passages the round cells were no longer to be iden- 
tified, and the elongated, ramified variety only were 
observed. 

The results obtained led Loss and Ebeling to 
conclude that it is possible to cultivate fragments of 
human sarcomatous tissue in vitro fur several gen- 
erations, and that the method employed may prove 
of value in the study of the growth of human malig- 
nant tumor. GEORGE FE. BEILBY. 


Davis, B. F.: Report of a Case of Sporotrichosis. 
Surg., Gynec. & Obsl., 1914, xix, 490. 
By Surg., Gynec. & Obst. 


The patient, a woman, 77 years of age, sustained 
an injury to the hand by a “‘hay needle” or “cactus 
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needle,” following which a series of moderately 
indurated papules and papulopustules developed 
on the dorsum of the forearm, extending from the 
wrist to the region of the external epicondyle of the 
humerus. They increased in size very slowly, 
showed no tendency to heal, were almost painless, 
and were very slightly tender on pressure. Clin- 
ically the lesions were typical of sporotrichosis. 
The sporotrichium was cultivated in pure cultures 
from the lesions; comparative opsonic and ag- 
glutination tests demonstrated a high content of 
specific antibody in the patient’s serum, in the 
serum of a second patient, and in the serum of 
animals immunized by the injection of killed sporo- 
thrix spores. Several different strains of sporotrich- 
ium were tested in this way and all served equally 
well as antigens; differentiation between them was 
impossible by the serologic tests. There was 
neither local nor general eosinophilia, contrary to 
the observations of a number of men who have 
suggested that eosinophilia might be of diagnostic 
importance. 

There being no acute lymphangitis, the larger 
lesions were excised and the patient placed on large 
doses of potassium iodide. Healing was uneventful, 
and when last seen, about six weeks after operation, 
the patient appeared to be making very satisfactory 
progress. In cases which prove refractory to 
iodides, copper sulphate in one-eighth to one-half 
grain doses in capsules, vaccination with heated 
sporothrix spores, and X-ray exposures may be of 
benefit. 


McCarty, F. B.: Eruptions Following Operations. 
Surg., Gynec. & Obst., 1914, xix, 509. 
By Surg., Gynec. & Obst. 

Skin eruptions were observed after operation in 
43 out of 1,000 consecutive cases and were of two 
types, the first appearing within twenty-four or 
forty-eight hours after operation and the second 
appearing after a longer interval. 

The earlier cases were characterized by a mild 
erythematous or papular eruption of general dis- 
tribution, with no systemic disturbance and little 
elevation of temperature. Itching was marked 
from the beginning and the face was involved in 
every instance. In the other class of cases the 
eruption appeared suddenly three or more days 
after operation. During the interval there were no 
prodroma, but the temperature had continued 
higher than in normal convalescence and the blood 
showed a moderate leucocytosis. The condition 
varied from a localized to an almost continuous 
eruption and in some cases at first resembled scarlet 
fever or measles. It began as an erythematous or 
fine papular eruption located at first on the inner 
surfaces of the forearms and thighs and extending 
over the whole body, rarely affecting the face and 
never involving the palms and soles. It was ac- 
companied by marked itching which persisted until 
fading occurred. The papules were at first pink 
and later dark red with a tendency toward coal- 
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escence over bony parts, and the eruption reached 
its height in twenty-four to thirty-six hours, after 
which it began to subside. The onset occurred 
as late as seven days after operation and the con- 
dition persisted for from one to seven days. Des- 
quamation was not observed in any case. 

The temperature showed an elevation of about 
one-half degree over that of a normal convalescence 
and this elevation continued until the eruption had 
disappeared. Daily leucocyte count showed an 
increase to 14,000 which was also maintained until 
the eruption faded. 

In all of the cases in this series ether was the 
anesthetic employed, but cases have been previous- 
ly reported where nitrous oxide and chloroform 
were used. Catharsis, enemata, or drugs seemed 
to have no influence and there was no definite re- 
lation to menstruation. 

The condition seems to be due to a combination of 
factors, there being in each case an immediate 
cause, a certain individual idiosyncrasy, and an 
underlying nervous susceptibility. 

The immediate cause takes the form of mechan- 
ical irritation, such as operative shock, enemata, or 
drugs, and the underlying cause acts probably as a 
vasomotor disturbance due to irritation of sym- 
pathetic nerve-fibers. 


Engstad, J. E.: Psychic Shock Following Opera- 
tions. J.-Lancet, 1914, xxxiv, 516. 
By Surg., Gynec. & Obst. 


In a brief paper the author states that it is his 
belief that psychic and physical shock are correlated; 
that psychic shock may follow a very minor or 
major operation, be transitory in effect, or remain 
permanent and wreck the patient’s life. He advo- 
cates Crile’s anoci-association of mental and physi- 
cal impressions at the time of the operation in order 
to prevent as much as possible any painful and 
depressing influences from reaching the mind of the 
patient. The operator should lose no t me either 
in the preparation or during the operation. The 
anesthetic, preferably gas and oxygen, should be 
given in minimum quantities by askilled anesthetist. 
In order to miminize the number of cases suffering 
from surgical neurasthenia, the source of supply, 
which in his belief, augmented by a few quoted 
statistics, is due to a great many unnecessary opera- 
tions being daily performed, should be limited. 

Emit C. RoBITSHEK. 


SERA, VACCINES, AND FERMENTS 


Schumkowa-Trubina: The Abderhalden Reaction 
in Carcinoma (Die Abderhaldensche Reaktion 
beim Carcinom). Deutsche Zischr. f. Chir., 1914, 
CXxxi, 520. By Surg., Gynec. & Obst. 


The author gives tables showing the results of a 
number of other authors in testing the Abderhalden 
reaction for the diagnosis of carcinoma, also the 
results of two series of cases of her own, one of 64 
cases and the other of 155 cases, as well as some ex- 
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perimental work on white rats. She concludes that 
the protective ferments in the serum of cancer 
patients are not strongly specific; among 73 cancer 
cases examined with placenta 50 reacted positively; 
among 19 pregnant patients with cancer substrate 
13 reacted positively. 

The Abderhalden reaction is positive in about 95 
per cent of cancer cases. The more homologous 
the tumor and the substrate are, the greater the 
number of positive cases; but there are as yet so 
many difficulties and sources of error in the re- 
action that it can hardly be recommended for daily 
use. Early diagnosis by means of the Abderhalden 
reaction does not as yet seem to be possible, but the 
question should be investigated further. A. Goss. 


Ball, C. F.: Abderhalden’s Test in the Diagnosis 
of Cancer. J. Am. M. Ass., 1914, Ixiii, 1160. 
By Surg., Gynec. & Obst. 

The author states that some cases that are 
clinically not malignant give positive tests, especially 
myomata and pregnancy. This may be due to three 
causes: 

1. Using cancer of the uterus as a substrate, 
normal uterine cells mixed with the cancer tissue 
may be digested by the ferments of the bloed of 
myomatous or pregnant women. 

2. A given individual may have had a cCnically 
latent carcinoma and spontaneously recovered. 

3. The developing carcinoma may be in such 
an early stage as to be clinically undemonstrable. 

The author lays stress on the fact that a negative 


reaction is of more value than a positive one because 
of the many possibilities contributing to an erroneous 


positive finding. It is of especial! value in dif- 
ferentiating gastric ulcer and gastric carcinoma. 
Stress is laid on the preparation of the substrate 
to be acted upon by the cancer serum. The tissue 
should be as fresh as possible with as little of the 
tissue that the carcinoma is invading as possible. 

A description of the author’s technique is given. 

It is comparable to the original Abderhalden tech- 
nique with the exception of some minor details. 

Ot 12 known cancer cases all reacted positively; 
while of 46 unknown cases with a tumor of some 
organ present, 37 were positive and g negative. Of 
24 known non-cancerous patients, 9 gave positive 
reactions. The author summarizes as follows: 

1. Carefully prepared histories of all cases ex- 
amined should be kept. 

2. All cases should be followed up, especially 
cases that give a positive reaction, though not 
clinically malignant at the time of making the test. 

3. Care in the selection of fundaments should 
be observed; a caretully prepared statement con- 
cerning their donor with a microscopic study of 
each should be kept. 

4. Varied association of data pertaining to the 
patient and fundaments with reaction obtained is 
essential. 

5. Reéxaminations in determining the progress 
of the disease are of especial value. 
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6. The test cannot as yet be regarded as strictly 
specific for the diagnosis of cancer. 
7. A positive reaction, however, should receive 
careful consideration before it is called erroneous. 
F. H. FAtts. 


Vaughan, J. W.: Cancer Vaccine and Anticancer 
Globulins as Aids in the Surgical Treatment of 
Malignancy. J. Am. M. Ass., 1914, Ixiii, 1258. 

By Surg., Gynec. & Obst. 

The author gives a report of too cases treated 
with cancer vaccine and anticancer globulins. The 
globulins were obtained from the large mononuclear 
leucocytes in animals which had been sensitized to 
cancer-cells. 

Of the 100 cases, 50 were inoperable. Of these 
cases, 2 are apparently well and without recurrences, 
and 4 are markedly improved. The advanced 
cases in which operation was performed in combina- 
tion with specific treatment were 31 in number; 
of these 23, or 73 per cent, are apparently well. 

The study of the blood counts would indicate 
that cases in which the percentage of large mono- 
nuclear leucocytes increases from to to 20 per cent, 
following specific treatment, do well; while those 
that run a high polymorphonuclear count, and in 
which the percentage of large mononuclear cells 
is not materially increased, are not benefited. 

The use of the vaccine is especially indicated as 
a preliminary measure to operation. The injec- 
tion of the vaccine is followed within 24 hours by a 
marked increase in the large mononuclears. Opera- 
tion is best performed at this time, since these mono- 
nuclears are better able to destroy cells which may 
be left in the operative field or forced into the blood 
or lymph stream by operative manipulations. 

The injection of globulins seems to produce 
marked improvement for the first three or four doses, 
after which the ferment often loses its efficiency. 
The explanation of this phenomenon is the probable 
formation of an anti-ferment. 

It is the author’s custom to give an intraperitoneal 
injection of vaccine 24 hours before operation. If 
the increase in large mononuclear leucocytes reaches 
from 15 to 25 immediately before operation, that 
is deemed sufficient. If this does not occur, then 
an intravenous injection of 100 mg. of globulins is 
given following the operation. In all of his cases 
alternate vaccine and globulin injections are fre- 
quently given for the first six months after operation 
and once a month thereafter. J. H. SkILEs. 


Fay, O. J.: Anaphylactic Reaction Following 
Operation for Echinococcic Cyst. 77. West. 
Surg. Ass., Denver, 1914, Dec. 

By Surg., Gynec. & Obst. 

While hydatid intoxication has long been rec- 
ognized as a possible sequence of exploratory punc- 
ture and therapeutic aspiration of echinococcic 
cysts, hydatid intoxication as a sequence of open 
operation has been accorded a place in medical 
literature only within the last few years. The 
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direct toxicity of hydatid fluid is slight, but sufficient 
fluid escapes through the cyst wall by dialysis and 
is absorbed to sensitize the organism which then 
responds to the absorption of even relatively small 
quantities of the fluid, such as may readily take 
place during an open operation, or varying degrees 
of anaphylactic shock. 

Fay employs Dévé’s classification of these symp- 
toms and divides hydatid intoxications into three 
groups: (1) benign, (2) grave, and (3) fatal. 

1. In benign intoxications, fever and urticaria are 
the most characteristic symptoms, while dyspnea, 
cyanosis, lesser nervous disturbances, and bronchitic 
phenomena are also common. The symptoms are 
not of a disquieting nature and are usually transient. 

2. The second group is dominated by symptoms 
of syncope and collapse, often accompanied or re- 
placed by nervous manifestations of a more serious 
order. The symptoms of the first group may be 
present but are of secondary importance. The 
symptoms usually develop soon after operation and 
are of brief duration. 

3. The fatal cases are usually ushered in by a 
sudden rise in temperature; serious respiratory 
difficulties and shock are of frequent occurrence. 
Nervous symptoms are often marked; urticaria 
is not reported. Death supervenes in from 24 to 
48 hours and autopsy fails to reveal any gross 
lesions. 

The presence of eosinophilia and of a specific 
antibody, as shown by the fair percentage ot uniform 
results obtained by the complement-fixation test, 
suggests that in the future it may be found possible 
to recognize a sensitized bearer of an echinococcic 
cyst. These patients would then require desen- 
sitizing treatment. Of what such treatment will 
consist is still a matter of conjecture but the results 
of animal and human experimentation seem to 
promise an anti-anaphylactic therapy for the near 
future. 

BLOOD 


Miller, S. R.: The Normal Differential Leucocyte 
Count. Bull. Johns Hopkins WHosp., 1914, xxv, 
3r7. By Surg., Gynec. & Obst. 

The author was able to record the results ob- 
tained in making a large number of differential 
leucocyte counts upon medical students as a part of 
the routine work in the course in clinical microscopy 
at the Johns Hopkins Medical School. 

From the analysis of his results he finds that— 

1. The total leucocyte count and differential 
formula in normal individuals are subject to re- 
latively wide variations, which must be considered 
in the interpretation of studies made upon the blood 
of individuals presumably suffering from abnormal 
conditions. 

2. The interpretation of any differential count 
should be based upon: (a) A knowledge of that 
particular individual’s normal blood picture, when 
possible. (b) The average values for the locality in 
which that individual resides. (c) A consideration 
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of those factors peculiar to the individual which 
might modify that particular blood. 

3. Differential leucocyte counts should always 
be reported in terms both of percentage and absolute 
numbers per cubic millimeter, and in all cases, 
where possible, more than one differential count 
should be made, especially in borderline cases in 
which slight changes are to be regarded as of diag- 
nostic or prognostic value. 

4. The tendency to ascribe a diagnostic value to 
lymphocytosis is probably overdone. Only when 
the monunuclear elements constantly exceed the 
average percentage, absolute values, and upper 
limits of variation (35 to 40 per cent) for the com- 
munity, and when all modifying factors are con- 
sidered, should an attempt be made to draw valuable 
conclusions from the figures obtained. 

GeorGE E. BEILBy. 


BLOOD AND LYMPH VESSELS 


Matas, R.: Testing the Efficiency of the Collateral 
Circulation as a Preliminary to the Occlusion 
of the Great Surgical Arteries. J. Am. M. Ass., 
1914, lxiii, 1441. By Surg., Gynec. & Obst. 

In an exhaustive article the author describes all 
the available methods for ascertaining the presence 
or absence of a collateral circulation. The aim in 
testing the collateral circulation is to avoid com- 
plicated and uncertain operations, whenever possible, 
by means that will furnish the information without 
trauma and that will permit of postponement of 
the operation in order that such prophylactic meas- 
ures may be applied as will develop a sufficient col- 
lateral circulation. The following methods are 
enumerated: 

1. The Quénuand Muret sign comprises the bleed- 
ing of the peripheral parts on puncture or incision 
while the main trunk of the limb is compressed. If 
no bleeding follows the compression of the main 
artery, it will indicate an insufficiency of the collat- 
erals. This test is fallacious, inasmuch as the pedal 
pulses are often totally suppressed in aneurisms of 
the lower extremities and that scant if any hemor- 
rhage will occur from the peripheral vessels, and 
yet the nutrition and circulation of the foot are 
well preserved after the main channels have been 
blocked. 

2. With Delbet’s sign the formation of an aneu- 
rism or a tumor in the course of the main artery of a 
limb is often followed by the gradual or sudden 
obliteration of the peripheral pulses. When this 
occurs without apparently affecting the nutrition 
or vitality of the extremity, it may be concluded 
that the collateral circulation has been fully estab- 
lished and that the obliteration of the main trunk 
by operation can be undertaken with safety to the 
limb. (This sign is considered most valuable by 
Matas.) 

3. The Henle-Coenen sign is applicable only in 
the field of operation when the injured artery is 
exposed above and below the lesion. If blood flows 
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from the peripheral opening in the aneurism while 
the proximal end is compressed with a clamp it is 
presumed that the collateral circulation is sufficient. 

4. Von Frisch’s three signs are applicable only in 
the field of operation. If the proximal side of an 
injured vessel is compressed, the efliciency of the 
collateral circulation may be demonstrated by: 
(a) Normal or approximately normal coloration 
(“living color”) of the periphery. (This sign was 
previously insisted on by Matas.) (6) Arterial 
hemorrhage from the peripheral opening of the 
injured vessel. (Repetition of Henle-Coenen sign.) 
(c) Venous stasis below the peripheral side of the 
clamped main vein. (von Frisch.) 

5. Korotkow’s test depends on tonometric and 
sphygmomanometric measurements of the blood- 
pressure in the peripheral parts. If the peripheral 
blood-pressure is more or less sustained after com- 
pression of the main trunk immediately above the 
aneurism, then the collateral circulation is adequate, 
and the artery or the aneurismal sac may be extir- 
pated or obliterated. 

6. The Pachon test is on the same lines as the 
Korotkow test and consists of an oscillometer, which 
depends on the record of the blood-pressure in the 
peripheral parts to determine the existence of the 
circulation in these parts after the temporary oc- 
clusion of the main artery. 

7. Inthe Tuffier and Hallion test a circular band 
is made to encircle the extremity. If the band is 
tightened, it will compress the veins, interfere with 
the return circulation, and cause a marked venous 
turgescence and swelling of the foot; but the arterial 
flow is not interfered with. If this maneuver is 
repeated with the main artery (femoral) compressed, 
the veins of the foot will swell, only on condition 
that sufficient arterial blood is brought to the foot 
by collaterals. 

8. Stewart’s calorimetric method of estimating 
the quantity of blood circulating through a part ina 
given period of time is especially applicable to the 
extremities—the hands and feet. 

9. The author’s methods are: (a) Hyperemia 
reaction, or living color test—suggested by Mosc- 
kowicz. This test is reserved for the extremities 
wherever it is possible to compress the main artery. 
Complete ischemia of the limb is obtained by eleva- 
tion and application of an elastic bandage to the 
level of the lesion. Then a Matas compressor is 
applied, until the aneurism is absolutely stilled, 
and is allowed to remain from six to ten minutes. 
Immediately on removal of the elastic bandage, the 
compressor being still in place, a hyperemic flush 
descends the limb rapidly. The digits retain a 
cadaveric, waxy, lifeless pallor for several seconds, 
which may be prolonged to ten to forty minutes 
or even longer, according to the development of 
the collaterals. (b) The second test is based on the 
preliminary occlusion of the main artery with the 
pliable and removable aluminum band. 

The chief merits claimed for the author’s tests are: 

1. Simplicity and ease of application. 
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2. Reliability in furnishing fair and dependable 
information for clinical purposes. 
3. That the test may be applied with a minimum 
of trauma to the blood-vessels and the affected parts. 
Lucran H. Lanpry. 


Halsted, W. S.: Partial Closure of Large Arteries 
(Der partielle Verschluss grosser Arterien). Arch. 
f. klin. Chir., 1914, cv, 580. By Surg., Gynec. & Obst. 


Halsted has constructed a special instrument for 
rolling a strip of aluminum or silver around arteries. 
He has used the method for the treatment of aneu- 
risms, both experimentally on dogs and clinically 
on human beings. He ifinds that some aneurisms 
can be cured by partial occlusion of the artery. 
The human aorta can be occluded without danger 
to such a degree that the femoral pulse is suppressed. 

If the aortic aneurism is not cured by the first 
partial occlusion the artery can later be still further 
occluded, or possibly even ligated, after the heart 
has been prepared for it by the establishment of a 
satisfactory collateral circulation. The metal strip 
can be left around a normal aorta for several months 
or even a year, at least until good collateral circula- 
tion has been established. If the artery is diseased 
it may atrophy under the metal and become so thin 
that it ruptures on exertion. Such a case is de- 
scribed. The author thinks a metal band can be 
left permanently on any other artery than the aorta 
without danger of hemorrhage. 

Sometimes the lesser arteries are transformed 
into a fibrous cord. Halsted has observed this four 
times in the aorta of dogs. In all of these cases the 
artery was almost completely occluded. In all 
arteries, except possibly the aorta, the band may be 
drawn so tight that the pulse—not, however, the 
blood stream—is suppressed, if the condition of the 
heart is not such as to contra-indicate such a degree 
of occlusion. The danger of gangrene or functional 
disturbance is slight if the blood stream is not en- 
tirely cut off. In some cases of aortic aneurism 
it may be advisable to use fascia lata instead of 
metal; but the degree of compression cannot be 
determined as accurately or maintained as well as 
with the metal. Moreover, a great deal of practice 
is necessary to apply the fascia spirals, very little 
to apply the metal. A. Goss. 


Warren, R.: The Application of Suturing to the 
Vascular System. Lancet, Lond., to14, clxxxvii, 
835. By Surg., Gynec. & Obst. 


The subject is treated under three divisions: 
(:) wounds of the heart, (2) injuries to blood- 


vessels, and (3) aneurisms. In wounds of the heart 
that are repaired by suture, the author suggests 
that the use of vaselined sutures, as used by Carrel, 
might obviate possible thrombosis—a condition 
he had to contend with in his case. 

The first case was a stab wound of the right ven- 
tricle, which was operated upon four hours after 
injury. The patient, 48 years old, when seen by 
the author was pale and anxious; feeble pulse of 120. 
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There was a small linear wound three-quarters of an 
inch long over the precordium. On opening the 
pericardium, a large amount of blood was found and 
a wound one and one-quarter inches long in the 
anterior surface of the right ventricle. The wound 
was effectually closed with five silk sutures. With 
the exception of a slight left pneumothorax and a 
femoral thrombosis, the patient made an uneventful 

recovery and was alive and active three years afte1 

the injury. 

The second was an excision of an injured por- 
tion of the femoral artery with end-to-end anasto- 
mosis. The patient, a 17-year-old boy, had been 
shot with a small caliber revolver at a range of 50 
yards, the bullet entering at the apex of Scarpa’s 
triangle. On exploration it was found that the 
femoral sheath had been pierced; the femoral artery 
was lead-stained on its outer surface and was slight- 
ly dilated and thinned at the point of impact. The 
injured half-inch of the femoral vessel was excised 
and the ends approximated and sutured by the 
Carrel technique. Although there was some nar- 
rowing at the site of suture, pulsation in the dorsalis 
pedis artery could be felt after the operation. The 
author admits, however, that this result could have 
been accomplished by collateral circulation after 
obliteration of the main vessel. 

The third case, a punctured wound of the brachial 
artery, resulting in false aneurism, treated by suture, 
occurred in a lad of 15 years who had been stabbed 
in the inner side of the left arm. Six weeks after 
the injury a swelling developed in the region of the 
wound which eventually extended over the entire 
length of the inner side of the arm. No radial pulse 
could be detected; there was anesthesia of part of 
- the thumb and first three fingers, and weakness of 
the flexor muscles of the wrist and fingers. On ex- 
ploration, a false aneurism was found communicat- 
ing with the brachial artery through a slit about a 
half-inch in length. The median nerve was found 
to be flattened and thinned, but not divided. The 
operator had hoped to restore the lumen of the ves- 
sel by suture, but the vessel had become impervious 
below the site of injury. However, the aneurism 
was cured by the suture. 

In speaking of the treatment of aneurisms, the 
author gives a short résumé of the methods in vogue. 
He distinctly favors that of Matas (endo-aneuris- 
morrhaphy), of which Case 3 is an example of the 
restorative type. Luctan H. Lanpry. 


Leriche, R.: Stretching and Section of the Peri- 
vascular Nerves in Painful Symptom-Complices 
of Arterial Origin and in Trophic Disturbances 
(Uber die Dehnung und Durchschneidung der peri- 
vaskularen Nerven bei manchen schmerzhaften 
Symptomenkomplexen arteriellen Ursprungs und 
bei manchen trophischen Stérungen). Deutsche 
Zischr. f. Chir., 1914, cxxxii, 88. 

By Surg., Gynec. & Obst. 


The procedure suggested in the above title might 
seem paradoxical, as stretching of the solar plexus 
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has proved a failure in the gastric crises of tabes; 
but in tabes the peripheral sympathetic element is 
only a part of the general nervous disturbance. 
However, there are several purely sympathetic 
syndromes in which stretching of a periarterial 
plexus seems to be indicated. Among these is the 
intestinal symptom-complex caused by partial or 
partially compensated obliteration of the mesenteric 
arteries. The symptoms are crises of pain in the 
umbilical region, distention of the intestine, complete 
constipation, a feeling of oppression, and more or 
less intense dyspnoea. Its logical outcome is 
thrombosis of the mesenteric. It might be called 
‘“Raynaud’s disease of the intestine.” Stretching 
of the cceliac plexus and its peripheral branches is 
indicated. 

The procedure promises still more in aortitis of 
the arch of the aorta, with its excruciating pain. 
The periarterial nerve plexus becomes embedded in 
tissue which has become hardened by inflammatory 
sclerosis. The aorta can be reached and the nerves 
stretched by resecting the second and third costal 
cartilages. By the same procedure applied to the 
arteries of the extremities good results have been 
obtained in Raynaud’s disease and in congenital 
trophic oedema. 

In one case of Raynaud’s disease the author laid 
bare the femoral in Scarpa’s triangle and the 
circumference of the limb decreased 2 cm. It is 
certain that exposing the femoral artery and stretch- 
ing the periarticular nerves produces marked 
changes in vasomotor and trophic innervation. A 
proof of this is seen in the favorable effect of this 
simple operation in many stubborn cases of per- 
forating ulcer of the foot. A. Goss. 


SURGICAL THERAPEUTICS 


Dencks, G.: Clinical and Experimental Study of 
Hormonal and Neohormonal (Uber Hormonal 
und Neohormonal, klinische experimentelle 
Studien). Deutsche Ztschr. f. Chir., 1914, cxxxii, 37. 

By Surg., Gynec. & Obst. 


In 1908 Zuelzer, Dohrn, and Marxer reported a 
new medicament that they said acted as a specific 
in stimulating intestinal peristalsis. Such a remedy 
was very much needed in post-operative disturb- 
ances of intestinal function. They called their 
preparation hormonal, and recently an improved 
preparation, neohormonal, has been advanced. 
Its advantage over the older one is that it does not 
cause a fall in blood-pressure, and it can therefore 
be used in large doses without any danger. 

Dencks tested these two preparations in 40 
animal experiments and in about 140 clinical cases, 
and found that they really have a very powerful 
effect in stimulating intestinal peristalsis, whether 
given intravenously or intramuscularly. In favor- 
able cases of chronic constipation they have an 
effect that persists for several years. They are 


more frequently successful in human cases than in 
The use of neohormonal is 


animal experiments. 


therefore indicated in all cases of post-operative 
disturbance of peristalsis, as well as in all kinds of 
chronic constipation. In mild and moderate 
cases it should be given intramuscularly; 20 ccm. 
should be given first; if it is not effective in 6 to 12 
hours the dose may be repeated, intravenously. 
In cases of severe paresis of the intestine where 
rapid action is desired it should be given intra- 
venously; twenty ccm. should be given and repeated 
after 4 to 6 hours. In particularly severe cases 
30 to 40 ccm. may be given at first and repeated 
after 6 to 12 hours. The neohormonal should be 
supplemented by enemas, heat, etc., and in the worst 
cases it may be combined with physostigmin or 
atropin. In chronic constipation 20 ccm. should be 
given intramuscularly, supplemented for the first 
two to four days by laxatives, such as castor oil, 
senna, cascara, etc. If it is not effective in that 
time, 20 to 40 ccm. more should be given, and in 
especially stubborn cases 80 ccm. or even more may 
be given. For children under 10 years of age half 
the above doses should be given. It can be given 
to infants of only a few months. If sufficiently 
large doses are given it seldom fails, either in post- 
operative cases or in chronic constipation. 

A bibliography of 74 titles follows the article. 

A. Goss. 
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Kotschetoff, B. J.: Effect of Pointed Bullets, Based 
on Experience During the Balkan War (Uber 
die Wirkung des Spitzgeschosses auf Grund von 
Beobachtungen wihrend des Balkankrieges). Sammi. 
d. Mitt. d. Arste d. Russ. Gesellsch. v. Roten Kreuz, 
1914. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Among 929 wounded men, 576, or 62 per cent, 
were wounded by pointed bullets. ‘These 576 pa- 
tients had 629 wounds. The pointed bullet used by 
the Turks showed a great tendency to deformity, 
all degrees of which were observed, 35 per cent of 
the bullets extracted being deformed. In three 
cases the extracted bullets had their points directed 
outward, but only in one case could it be shown that 
the rotation took place inside the body. The bullets 
remained in the body in 10.9 per cent of the cases. 
In injuries of the soft parts only, the size of the 
entrance and exit wounds in 90 per cent of the cases 
varied from one-half of the diameter of the bullet 
to two and one-half to three times its diameter. 
The exit wound was generally larger than the en- 
trance wound, but the opposite condition was some- 
times observed. The wounds were generally round 
in shape, but sometimes cleft-shaped. 

In some shots at close range — 6 per cent of the 
cases — the soft parts showed signs of an explosive 
effect. When bones also were injured the wounds 
were of the ordinary size in only 61 per cent of the 
cases; in 18 per cent both wounds were of large size, 
and in 21 per cent the exit wound was very large. 

There were injuries to the bone in 24 per cent of 
the cases, 11 per cent of them puncture fractures, 
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54 fractures without marked comminution, 35 per 
cent comminuted fractures. Owing to the small 
external wounds, the course in the gunshot fractures 
was favorable. Of 19 gunshot injuries of joints, 15 
recovered uneventfully; there was infection in 4. 

Blood-vessel injuries by jacketed bullets were 
observed in 11 cases. In one case the apex of the 
bullet was in the wall of the posterior tibial artery, 
and when it was removed there was copious haemor- 
rhage. Skull injuries were observed in 10 cases; 
in 5 of them the bullets remained in the skull and 
2 of these cases died. Of the cases in which there 
was perforation, 2 died. There were 7 cases of gun- 
shot wounds of the abdomen — in 4 of these the 
bullet remained intact. One of the 7 patients died. 
There were 30 cases of gunshot injuries of the lungs, 
3 of which died. In 11 cases the bullet remained in 
the wound. 

In half of the cases there were complications, 
such as hemothorax or inflammatory symptoms in 
the lungs. Of the 576 injuries by pointed bullets, 
21.5 per cent were infected; but Kotschekoff thinks 
this percentage too high to be taken as valid for 
wounds in general, as his patients had been handled 
previously and the poor first aid and poor transporta- 
tion were responsible for many of the infections. 
HOLBECK. 


Makins, G. H.: A Note on the Wounds of the 
Present Campaign. Lancet, Lond., 1914, clxxxvii, 
905. By Surg., Gynec. & Obst. 

The relative frequency of wounds from bullets of 
small caliber and those inflicted by shrapnel or 
fragments of shells which were observed in the 

South African war has actually been reversed in the 

present European war. Moreover, of the limited 

number of bullet wounds a considerable portion 
have been inflicted by machine guns of the Maxim 
type and not by rifles. Wounds produced by the 
small caliber bullet maintain an aseptic condition 
if uncomplicated, while shrapnel and shell wounds 
without exception become infected and suppurate. 

The mere occurrence of suppuration in the case of 

even extensive wounds of the soft parts has led to 

less serious consequences than might have been 
expected; the sloughy surfaces rapidly clean up, 
especially under the influence of an iodine bath 

(si. to the Oi.), and the patients, after a couple of 

days’ rest in bed, show very little signs of constitu- 

tional infection. The wounds produced by the 
shrapnel balls vary in importance with the velocity 
retained at the moment of impact; some merely 
bruise, while others penetrate, and others produce 
injuries of the most severe “explosive type.” 

The vast majority of the wounds heal nicely, and it 

is really remarkable how little the majority of the 

men are affected psychically by the grave conditions. 
Suppuration and a variable amount of sloughing 
of the soft parts occur as a rule. After a few days 


the most striking feature is the rigid eversion of 
the skin margin of the wound, which persists for 
some time. 


In a certain proportion of cases the 
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result is more serious, especially in men who have 
lain out a long time and suffered during transport. 
A spreading gaseous cellulitis develops, which 
rapidly extends the entire length of the limb to the 
trunk. The tissues are often crepitant, and a dark 
reddish discoloration appears over the dependent 
parts. The resulting gangrene is difficult to treat 
by amputation, as the flaps rapidly assume the 
cendition of the gangrenous part removed: Gan- 
grene of this character is responsible for a very 
considerable mortality. 

A serious complication of wounds is the develop- 
ment of acute tetanus, running a very rapid course, 
but not marked by very severe spasms. This, as a 
rule, develops during the first week after the re- 
ception of the wound, but sometimes as late as the 
tenth or fifteenth day. The initial source of in- 
fection is to be traced to the soil, and there is no 
doubt that these complications are the direct result 
of difficulties of collection and transport of wounded 
attendant upon the military conditions under which 
fighting is now taking place. Many of the patients 
lie in the trenches until the darkness of night allows 
their removal; their clothes are infiltrated with 
mud, while the same shell which has caused the 
wound often brings down the side of the trench, and 
the injured limb may be covered with soil; again, 
the fragment of shell itself is commonly fouled with 
soil. Donatp C. BALFour. 


Report of British Army Medical Service: Condition 
of the Wounded. Lancet, London, 1914, clxxxvii, 
969. By Surg., Gynec. & Obst. 


Judging by reports from the London base hos- 
pitals, the condition of the wounded British who have 
arrived there can be considered very satisfactory. 
Of those who came from the front after the battle 
of Mons and during the retreat the majority suffered 
from general exhaustion, want of rest, and foot- 
soreness rather than from wounds; rest and care 
worked immediate restoration in the majority of 
cases. Of those who came after the battles of 
the Marne and the Aisne, nearly all were suffering 
from shell and bullet wounds, the number of the 
former greatly preponderating as is the case in the 
French hospitals. The striking point was the ex- 
traordinarily good condition in which the men arrived 
and the careful and cleanly nature of the dressings. 
Considerably less than 10 per cent of suppurating 
wounds were found, which is remarkable taken in 
connection with the comparatively large proportion 
of shrapnel injuries. Rapid healing has taken place 
in many cases and the men soon regained their 
general health. Every possible opportunity had 
been taken during their transportation to change the 
dressings. Donatp C. BALFourR. 


Stevenson, W. F.: The Use of ‘‘Dum-Dum”’ and 
Explosive Bullets in War. Brii. A. J., 1914, ii, 
701. By Surg., Gynec. & Obst. 


The author states that surgeons at the front, and 
especially young civilian surgeons inexperienced in 
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bullet wounds, are accusing their enemies of using 
“dum-dum” bullets. The “dum-dum”’ bullet is 
so named after the place near Calcutta, where it was 
first made. It is precisely like the Lee-Enfield bullet, 
except that the cupronickel envelope ends near the 
shoulder, about three-eighths inch from the point, 
leaving the leaden core exposed for that distance. 
Other forms of this class of missile have a hollow 
or dimple in the fore-end which is uncovered by 
envelope, or they have cross-cuts made with a 
saw in the direction of the long axis of the bullet; 
but in all of them the same object is desired— 
that they should readily break up on contact, or, 
at ail events, on striking bone. 

The mere fact of finding bullets broken into nu- 
merous fragments in wounds is no proof that this 
type of missile is being used by the enemy. The 
ordinary service bullet sometimes parts with its 
envelope, which may be torn into jagged and 
twisted strips of metal, while the leaden core is 
broken into sluglike pieces, with the result that the 
destructive effect on the soft parts of the limb is 
greatly increased. The only certain evidence of the 
employment of bullets of this type is the finding 
of them or fragments of them in the patients during 
their surgical treatment or in the positions recently 
evacuated by the enemy. 

The employment of explosive small-arm bullets 
in warfare comes under another category alto- 
gether. 

Army surgeons and civil surgeons employed on a 
campaign find a fairly large number of wounds the 
entrance apertures of which are clean-cut, circular 
holes of about the size of the end of an ordinary 
cedar-wood pencil, while the exit wounds are of 
great superficial area and accompanied by bone 
fractures of great severity and extensive com- 
minution, together with widespread destruction of 
the soft parts. That injuries of this class could be 
due to the passage of a solid bullet of quite small 
caliber appears to those who see them for the first 
time to be impossible, and the ready explanation 
is immediately proclaimed that the enemy is using 
explosive bullets other than those for artillery guns; 
that is, he is using small-arm bullets containing 
bursting charges within them which explode on 
contact with the object hit. These cases have been 
met with, similar views have been held, and similar 
reports made regarding them since small-arms of 
the more powerful kinds were first employed in 
warfare—the Snider, Martini-Henry, Lee-Enfield, 
Mauser, Lebel, etc.—and practically in every war 
for the last fifty years each side has accused the other 
of using these explosive small-arm bullets; whereas, 
in fact, they have not been used at all. 

Stevenson was present and had to report on a 
long series of experiments carried out at Woolwich 
when small-bore rifles (Lee-Metford and Lee- 

Enfield) were first adopted in the British army, 
for the purpose of ascertaining the probable effects 
of their projectiles on men in actual war. The 
results obtained in these experiments showed that 
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at short ranges the Lee-Enfield bullet produced 
wounds on the exit side, in a large number of cases, 
which, from their extent and extreme severity, it 
was difficult to recognize as being the results of 
solid bullets of o.311-inch caliber; they looked as if 
they must have been produced by explosions within 
the tissues. It soon, however, became evident that 
two conditions as regards the bullet were invaribly 
present in these cases: (1) short range and therefore 
high velocity, and (2) that it had passed through 
structures offering great resistance to it; in these 
circumstances only was the explosive effect pro- 
duced. M. S. HENDERSON. 


Osler, W.: Bacilli and Bullets. Brit. M. J., 1914, ii, 
569. By Surg., Gynec. & Obst. 


Osler warns the soldiers against enemies subtle, 
dangerous, and fatal—enemies against which no 
successful battle can be fought without intelligent 
coéperation. So far the world has only seen one 
great war waged with the weapons of science 
against these foes. The Japanese went into the 
Russian campaign armed as fully against bacilli 
as against bullets, with the result that the percentage 
of deaths from disease was the lowest that has ever 
been attained in a great war. 

Dysentery in camp can be prevented largely 
by boiling the drinking water. Pneumonia is to be 
guarded against by combating coughs and colds. 
Typhoid fever is the greatest danger and the author 
cites the American troops in the Spanish-American 
war, where one-fifth of the entire army had typhoid 


fever and 1,580 died. The danger is chiefly from 
persons who have already had the disease, and who 
carry the germs in their intestines, harmless mess- 
mates there, but capable of infecting barracks or 


camps. It can readily be understood how flies 
lighting on the discharges of such typhoid carriers 
could convey the germs far and wide. It was in 
this way probably, and by dust, that the bacilli 
were so fatal in South Africa. When it is considered 
that there were 57,684 cases of typhoid fever, of 
which 19,454 were invalided and 8,022 died, it will 
be seen that more died from this disease than from 
the bullets of the Boers. It is hoped that this ter- 
rible record will impress upon soldiers the import- 
ance of carrying out with religious care the sani- 
tary regulations. 
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Osler strongly favors vaccination against typhoid, 
stating that of 90,646 regulars in the U. S. army in 
1913, there were only 3 cases of typhoid, due to this 
vaccination. Previous to this, there had been 3.53 
per thousand. M. S. HENDERSON. 


Herman-Johnson, F.: A Simple and Rapid Method 
of Localizing Bullets. Brit. M.J., 1914, ii, 752. 
By Surg., Gynec. & Obst. 


The limb is placed on the table with the X-ray 
tube below, and the general position of the bullet is 
ascertained by the fluorescent screen. A small 
metal ring is then manipulated until it encloses the 
image of the bullet. This place is then marked with 
silver nitrate on the skin. The limb is then rotated 
go° and the same procedure is again carried out. 
Lines from these two points drawn perpendicular 
to the surface of the limb will meet at or in the close 
vicinity of the bullet. J. H. Sxrtes. 


Perthes, G.: Indirect Gunshot Fractures; Distant 
Effects of Infantry Bullets on Nerve Tissue 
(Uber indirekte Schussfrakturen nebst einer Be- 
merkung iiber Fernwikungen des Infanteriegeschos- 
ses auf das Nervengewebe). Deutsche Zitschr. f. 
Chir., 1914, cxxxii, 191. By Surg., Gynec. & Obst. 

In 1901 the author described a fracture of the 
tibia which occurred during the Pekin expedition, 
where the bullet did not strike the bone directly, the 
fracture being considerably below the track of the 
bullet. He has never found any similar reports in 
the literature, but has observed two apparently 
similar cases in the present war. He therefore shot 
some dead horses with dum-dum bullets to see 
whether he could produce such fractures indirectly, 
and succeeded in breaking the powerful femur of a 
horse without striking it with the bullet. 

He also describes the case of a soldier who was 
struck by a pointed French bullet. The bullet 
struck the deltoid and rotated, so that its apex 
pointed outward. The brachial plexus was not 
struck, but a severe motor, and less severe sensory, 
paralysis developed. No anatomical lesion could 
be found on laying bare the nerves. Similar distant 
effects are observed in the brain. Bullets may 
fracture the skull without injuring the dura, and 
yet circumscribed cortical paralysis will develop. 

A. Goss, 


UTERUS 


Schumann, E. A.: Tracheloplasty, a New Opera- 
tion for the Relief of Sterility Due to Stenosis 
of the Cervix Uteri. Am. J. Obst., N. Y., 1914, 
Ixx, 604. By Surg., Gynec. & Obst. 
In order to insure permanent widening of the 
cervical canal, Schumann recommends the following 
operation which he has successfully performed: 
dilatation of the cervix with Goodell dilator to 
fully one and one-half inches; removal of a strip of 
tissue, one centimeter wide, from the posterior wall 
of the cervical canal extending from the internal 
to the external os, and this strip extends through the 
entire thickriess of the mucosa down to the muscula- 
ris. A strip of mucosa corresponding in size is 
then cut from the middle of the posterior vaginal 
wall, the top of the strip ending at the summit of 
the posterior vaginal fornix, the base of the strip 
being left attached. The resultant raw area is 
closed with catgut, and the strip is then carried 
into the cervical canal, fitted to the space prepared 
as described, and stiched in place with catgut, the 
undetached base of the vaginal flap furnishing it 
nutrition. Five to seven days later the pedicle 
issevered. The end-result is a cervical canal having 
in its posterior wall a gutter of mucosa covered with 
flat squamous epithelium, which permits the free 
ingress of spermatazoa no matter how great the 
degree of cervical spasm or stenosis may be. 
N. Sproat HEANEY. 


Waldo, R.: Amputation of Cervix for Bilateral 
Laceration and Cystic Degeneration; Sterility 
Due to Anteflexion of the Uterus. J/niternat. J. 
Surg., 1914, xxvii, 349. By Surg., Gynec. & Obst. 


Waldo calls attention to the efficacy of amputation 
of the cervix according to the method advised by 
Marion Sims. This operation, he maintains, is 
indicated in women over 4o years of age because 
trachelorrhaphy at that age is seldom, if ever, satis- 
factory. 

In performing amputation of the cervix it is 
important to leave the external os considerably 
larger than normal, because as involution takes 
place the cervix contracts and there is danger of 
stenosis. The author has seen and reoperated upon 
several cases in which stenosis had occurred follow- 
ing amputation of the cervix. 

Subsequent pregnancies do not relacerate such 
a cervix, provided the cervical canal is not con- 
stricted too much at the time of operation. Like- 
wise, a perineum that has been properly repaired 
will stand the strain of delivery quite as well as, or 
better than, the perineum of an ordinary primipara. 

The post-operative treatment in these cases is 
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Catheterization of the bladder may be 
required. Besides the usual aseptic precautions 
of catheterization, the author recommends a 20 
per cent solution of argyrol for use as a lubricant 
for the catheter, which reduces the chances of in- 
fecting the bladder very materially. The external 
genitals are flushed off with 1:5000 bichloride solu- 


very simple. 


tion after micturition or defecation. At the end 
of a week a warm—not hot—vaginal douche is 
given every day. Sterile water may be used in- 
stead of the bichloride solution. 

The author reports the case of a young woman, 22 
years of age, who had been married two years and 
was very desirous of having children. The husband 
was potent, as shown by a microscopical examina- 
tion of his semen. Vaginal examination of this 
woman showed marked anteflexion of the uterus 
without complications. The operation of choice in 
this type of case is the Dudley operation. This 
procedure, Waldo believes, gives the best drainage of 
the uterus and the most direct cervical canal. To 
more certainly obtain an open straight canal, the 
cervix should be very thoroughly dilated before 
this operation is performed. After this operation 
the patients seldom remain in bed over a week, and 
many of them may leave earlier. 

Harvey B. MAttTHeEws. 


Gibson, G.: Uterine Cancer; Experience with It at 
St. Peter’s Hospital. Long Island M. J., 1914, 
viii, 374. By Surg., Gynec. & Obst. 


The author divides uterine cancer into two clin- 
ical groups which bear no relationship to each other, 
as the course and behavior of cervical cancer is 
markedly different from that of cancer of the body 
of the uterus. 

At St. Peter’s Hospital vaginal hysterectomy by 
the combined clamp and ligature method was used 
in cases in which the mobility of the uterus was not 
markedly interfered with by parametric infiltra- 
tion. Cautery operations were performed on cases 
in which the extension was too marked to justify 
the hope of radical cure. 

From 1895 to 1914, 140 cases were admitted to 
the gynecological division. Of this series 55, 390 
per cent, were beyond even palliative measures; 
29, 20 per cent, had cautery operations; 56, 41 per 
cent, had hysterectomies—53 vaginal and 3 abdom- 
inal. There was a primary mortality of 12 per 
cent. 

Only the cases in which hysterectomy was per- 
formed were investigated; of these 5 were readmit- 
ted for recurrence within five years after operation. 
The author was able to trace 17 cases: 2 of cancer of 
the body and 15 of cervical cancer. Both cases of 


corporeal cancer were operated on over five years 
ago and both are alive and well. 

Of the 15 cases of cervical cancer, 8 were operated 
on over five years ago and 7 within five years. Of 
the 8 cases operated on over five years ago, 3 did 
not live five years, 1 lived fourteen, 1 lived ten years, 
and 3 are alive and well. Of the 7 cases operated on 
within five years, 1 died of cancer thirteen months 
after operation and 1 has a recurrence at present. 
Five cases are well four years after operation and 
one two years after operation. 

The author concludes that no better example could 
be had of the need of educating the public and the 
profession regarding malignant disease of the 
uterus, and points to the fact that one should not 
wait for atypical bleeding but should investigate 
the cause of leucorrhoeal discharge. The “family 
physician” is too prone to put it aside, saying that 
leucorrhcea is caused by “‘female weakness.” 


Seuffert, E. von: Present Status, Problems, and 
Limitations of Radiant Treatment of Cancer 
(Heutiger Stand, Probleme, und Grenzen der 
— der Krebses). Strahlentherap., 
1914, iv, 740. 

By Zentralbl. f.¢ f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The success attained thus far in the treatment of 
uterine cancer by ray treatment is far in excess of 
the results secured by any other method. Only 
when metastases are already present is the prognosis 
as bad as with other methods of treatment. The 
enormous advance recently made in radiant treat- 
ment is due to the fact that sufficient quantities of 
isolated rays can be used, partly through improve- 
ments in technique, partly through the fact that 
more abundant sources of radiant energy are avail- 
able; and this fact makes it possible to destroy car- 
cinoma cells electively, even in the deeper tissues. 
The removal of toxic rays by filtration is one of the 
greatest advances in deep irradiation. 

The extension of the limits of erythema, the re- 
sult of the most recent advances in technique, which 
makes a greater hardness of rays possible, is a de- 
cided advance in carcinoma treatment. The bio- 
logical effect of the rays on the skin, however, is not 
entirely in proportion to their hardness, but may be 
very different with different apparatus, and must be 
determined by experiment. The amount of the 
minimum dose for therapeutic effect must be deter- 
mined by the sensitiveness of the tissues to be treat- 
ed, and this varies greatly. Danger to the skin in 
many cases prevents percutaneous deep irradiation. 
Great caution should be exercised especially in con- 
stitutional diseases, in acquired local hyper-sensi- 
tiveness, because of the danger of late injury which 
may occur on repeated irradiation of spots that have 
formerly been exposed to réntgen rays. Care is 
necessary also in the radiant treatment of very 
young individuals. The younger the cell the greater 
is its sensitiveness. This seems to be true of tumors 


also. The greater their energy in growth, the 
greater their sensitiveness to réntgen and similar 
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rays seems to be. The effect of the more or less 
elective radiant treatment lies in the rays themselves, 
not, as might be assumed, in substances produced 
in the body by the rays. The deep effect is pro- 
duced by sufficient quantities of hard penetrating 
réntgen rays or y-rays. The soft réntgen or a- 
and §-rays have not the specific elective effect of 
the hard rays, but they seem to exercise a more uni- 
form corrosive effect on all the tissues. There still 
is some doubt as to whether the biological effect is 
produced by the primary hard réntgen or y-rays, 
or by their secondary rays. Still more doubtful 
is the value of the attempts at sensitizing to produce 
secondary rays, or the injection of borcholin to 
supplement the destruction of carcinoma cells. 

Deep irradiation has its limitations, (1) because 
the intensity of the rays decreases as the square 
of the distance, and (2) because the original strength 
of the rays at the surface of the body is weakened by 
absorption. The results of deep treatment can be 
improved (1) by increasing the distance of the source 
of the rays and increasing their intensity, and (2) by 
hardening the rays. 

The danger of stimulating the carcinoma cells 
must be avoided. It is not yet definitely decided 
whether radium and mesothorium treatment should 
be given the preference to réntgen rays, and if so 
to what extent. The author weighs the advantages 
and disadvantages of each and comes to the con- 
clusion that at present in the treatment of carcinoma 
of the uterus, réntgen rays, radium, and meso- 
thorium are all about of equal value. As for the 
treatment of other carcinomata, there seem to be 
cases in which percutaneous irradiation is indicated; 
and in these, réntgen rays are to be given the pref- 
erence, for the necessary amounts of radio-active 
substances for a treatment without danger are at 
present unattainable. 

The dangers of irradiation and the possibility 
of avoiding them are discussed, and in conclusion 
the results of ray treatment at Déderlein’s clinic 
are given. Fifty-four women with carcinoma of 
the uterus have been treated and their treatment 
can now be regarded as successfully completed. 
Among them there were 19 inoperable cases; today 
the patients are well and are working just as they 
did before the disease began. OEFHLER. 


Percy, J. F.: The Treatment of Inoperable Car- 
cinoma of the Uterus by Application of Heat. 
Surg., Gynec. & Obst., 1914, xix, 452. 

By Surg., Gynec. & Obst. 
In discussing inoperable carcinoma, Percy refers 
to a previous paper in which the results of experimen- 
tal work, detailing the extent of penetration of heat 
into tissues from the head of an electric heating 
iron heated to various temperatures, were given. 
These experiments give conclusive evidence that 
with the cautery at a low temperature, the “cold 
cautery,’ a much more extended penetration of heat 
of a degree destructive to the carcinoma cell is 
obtained. On the other hand, if a high degree of 
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heat is used, i.e., with the cautery heated to a bright 
cherry red, all the tissues are not only burned up, but 
the carbon core which quickly forms inhibits the 
further dissemination of a sufficient degree of heat to 
treat successfully any considerable area of malig- 
nant growth. This carbon core also tends to pre- 
vent drainage, which is an important factor, partic- 
ularly in those cases where a large mass has been 
treated. 

The author refers to the original and almost star- 
tling observation of Vidal, that the various toxins, 
vaccines, and serums which have come out of the 
experimental Jaboratory are effective only when they 
cause temperature reactions after injection into the 
cancer. 

Reference is also made to the experimental work 
that has been done in various laboratories both in 
Europe and America, showing the inhibiting and 
destructive effect of definite degrees of heat when 
applied to mouse carcinoma for various periods of 
time. The carcinoma cell is destroyed when the 
temperature is raised to 44°C. (111.2°F.) for half 
an hour, while the normal tissue-cells are not harmed 
until the temperature reaches 55° to 60°C. (131° to 
140°F.). 

Emphasis is laid on the fact that the basis of the 
author’s technique for treating uterine carcinoma 
is not a burning up or cauterization of the pathology, 
as has heretofore been practiced, but merely the 
application and dissemination of a degree of heat 
sufficient to inhibit the further development of the 
cancer-cells. When this is accomplished, the small 
outlying isolated foci that may remain after the 
destruction of the original focus can be treated by 
any of the methods that experience has shown to be 
of value. 

The author mentions further improvements to be 
made in his technique which will widen its applica- 
tion and effectiveness in the treatment of cavity 
carcinoma, but he does not minimize the good re- 
sults already obtained by his present method of 
procedure. 


Childe, C. P.: Abdominal Panhysterectomy for 
Carcinoma of the Cervix Uteri. Brit. J. Surg., 
1914, li, 119. By Surg., Gynec. & Obst. 

The author advocates a two-stage operation. He 

insists on a preliminary examination under anes- 
thesia to make a thorough examination of the cer- 
vix itself; to ascertain the mobility of the uterus, 
the extent of infiltration along the parametrium, 
the implication of the bladder or rectum, and wheth- 
er or not an operation is advisable. The case may 
be inoperable, suitable for operation, or doubtful, 
warranting an exploratory laparotomy later. A 
portion of the growth is removed for microscopical 
examination and all the growth accessible is curet- 
ted away and the raw base or cavity of the ulcer 
is gone over with Paquelin’s cautery. In the in- 
terval preceding the major operation the patient 
is given vaginal douches of 1:5000 biniodide of 
mercury twice daily. 
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The second operation consists of a vaginal and an 
abdominal stage. The patient is first put in the 
lithotomy position and the base of the ulcer is 
again curetted and cauterized. The vagina is then 
dried and painted with iodine and the ulcer and 
vagina packed closely with a sterile swab, the end 
of which is left hanging out. Theswabis withdrawn 
just before the vaginal clamp is applied. 

The abdominal stage is on Wertheim’s lines up to 
a certain point; i.e., the ovarian vessels are tied, the 
round ligament is crushed, the ureters are isolated, 
and the uterine arteries are ligated. The remainder 
is on different lines. The author has specially 
constructed broad crushing clamps which are placed 
on the parametrium close to the pelvic wall, the 
point reaching to the side wall of the vagina—care, 
being taken that the ureters are clear, and that a 
portion of the iliopelvic colon is not included on the 
left side. The parametrium is then cut close to the 
clamps, which are left on. The vaginal clamp, 
which is constructed on similar lines, is applied to 
the vagina, which is cut across and the uterus re- 
moved. Paquelin’s cautery is applied to the cut 
edges of the parametrium and vagina and the 
clamps released and removed. The peritoneum is 
sewed over and the abdomen closed. 

The operative mortality in the author’s case was 
1 in 18 cases, or 5.5 percent. In no case was there 
any symptom of post-operative hemorrhage. He 
believes that the clamp method not only saves time, 
but that it is safer than ligation. C. H. Davis. 


Hamilton, J. A. G.: Dysmenorrheea. Med. J. 
Austral., 1914, xvii, 395. By Surg., Gynec. & Obst. 


The author notes that painful menstruation in 
young girls, especially among the leisure classes and 
the shop and factory girls, is decidedly on the in- 
crease, while dysmenorrhoea is comparatively rare 
among farmers’ daughters and those who are either 
able or willing to lead a healthy outdoor life. The 
question is whether or not young girls are over- 
educated to the extent that their general health is 
interfered with. An improper mode of life, irregular 
hours for rest and eating, insufficient exercise, lack 
of fresh air and sun, resulting in a poor develop- 
ment, predispose the woman to a variety of patho- 
logical conditions, andas the reproduction apparatus 
is more delicately organized, it suffers the most. 

The author discusses dysmenorrhoea under two 
headings: 

1. Dysmenorrhoea due to congenital defects. 

2. Dysmenorrhoea due to acquired lesions of the 
uterus, tubes, ovaries, or other organs. 

In the first class the uterine dysmenorrheea is 
associated with defective development; the uterus 
after puberty in such cases continues in a more or 
less infantile condition. The malformation affects 
the cervical canal to a certain extent, causing it to 
be either sharply kinked or the seat of pronounced 
stenosis. The pain is due to the irritation from 
congestion; the abnormal vascular tension irritates 
the nerves of the uterus. 


In the treatment of dysmenorrheea, it is very 
important to remember that it is often a local 
manifestation of a general condition. A change in 
habits and of location will improve the general 
condition as well as the dysmenorrhea. The 
mechanical treatment calls for dilatation. It is the 
author’s practice to do this under an anesthetic 
and, after dilating as far as possible with Hegar’s 
dilators, the cervix is packed with a strip of gauze. 
This has a softening effect and in twenty-four hours 
the cervix is found well dilated. The uterus is 
then curetted and swabbed out with tincture of 
iodine. The entire uterus is packed with iodoform 
gauze, which is left in for three days. ‘This straight- 
ens out the cervix and causes the uterus to contract, 
thus stimulating development. In selected cases 
good results are obtained by the use of a stem 
pessary. The pessary is left in for eight or ten 
days and the patient is kept in bed. The pessary 
is always removed during a menstrual period; if 
necessary, it may be reinserted after two or three 
months. Simpson’s incision of the cervix should 
not be used, as the scar may result in malignant 
disease in later life. 

In acquired dysmenorrhoea, the complicating 
lesions should be treated first. Hamilton calls 
attention to the long appendix which hangs down 
into the pelvis, taking part in the pelvic congestion 
which accompanies normal menstruation. The 
congestion of the appendix is increased at each 
period and eventually becomes permanent. Severe 
pain results, which resembles interuterine dysmenor- 
rhoa. The removal of the appendix cures the 
condition. The essence of dysmenorrhoea seems 
to be congestion. Epwarp L. CorNELL. 


Coe, H. C.: Metrorrhagia at Puberty. JN. Y. St. J. 
Med., 1914, xiv, 432. By Surg., Gynec. & Obst. 


Coe calls attention to the fact that menorrhagia 
and metrorrhagia at puberty are conditions that 
have attracted very little serious scientific attention 
in America. He deplores this fact and hopes his 
brief paper will awaken a more general interest in 
the subject. 

There are certain cases with obvious etiologic 
factors such as ovarian cysts, displacements, etc., 
but it is those cases in which careful search reveals 
no local or general cause that should be studied 
more thoroughly. 

He mentions the opinions of several foreign 
writers in this field but thinks some of them smack 
more of the study than of the post-mortem table 
or laboratory. It seems to him that too little at- 
tention has been paid to the well-known intense 
pelvic congestion accompanying early menstruation 
in perfectly healthy subjects. This condition fre- 
quently becomes pathologic in degree, through some 
impalpable or unnoted cause, in children who de- 
velop rapidly and beyond their years. 

Recent works of Goffe and Sturmdorf are partic- 
ularly illuminating in any consideration of this sub- 
ject, and the author recommends their perusal. 
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While the author is far from viewing such cases 
purely from a gynecological standpoint and urging 
early resort to the physical examination of young 
girls, he does insist that while amenorrhoea at 
puberty and for two or three years afterward may 
be treated expectantly, persistent metrorrhagia is 
an indication for careful recto-abdominal palpation; 
this is best done under an anesthetic, when curette- 
ment or laparatomy, if necessary, may be done. 

Often the family physician holds a grave re- 
sponsibility in these cases. He may do much to 
regulate wisely the entire life of the young girl; 
but if the case develops serious hemorrhage, no 
prudishness or nervousness of mother or daughter 
should alter his judgment. 

Hydrastin, stypticin, styptol (gr. ii+.i.d.), strych- 
nine, and alum douches have helped many cases. 
A. BuLLARD. 


Buck, M. J.: Inversion of the Uterus. 
Gynec. & Obst., 1914, xix, 487. 
By Surg., Gynec. & Obst. 

The author describes two cases showing the suc- 
cess of an operation similar to that of Kehrer. 
The uterus was grasped by three tenacula, one on 
either side of the median line of the cervix and one 
in the fundus, which acted as guys to steady or 
change the position of the uterus. An incision 
was made beginning at the vault of the vagina 
anteriorly extending through the cervix body and 
fundus of the uterus splitting the uterus anteriorly; 
then the position of the organ is changed from a 
forced postflexion to an extended antiflexion by pull- 
ing it up by the fundus and down and back by the 
cervix, then crossing the cervical tenacula, thereby 
aiding in turning over the uterus upon itself, as one 
would the finger of a glove aided by pressure and 
counter-pressure. 

The sutures were inserted one-fourth inch from 
the margin of the incision and emerged short of the 
mucous lining and were then crossed over to the 
opposite side and brought out on the surface, re- 
quiring in all 12 sutures, 8 deep and 4 superficial. 
The apposition of the lips of the incision was mate- 
rially aided by the tension on the crossed tenacula, 
the right pulling to the left and vice versa. 

There has been considerable difficult y encountered 
in getting close approximation of the incision, owing 
to the tension from the resistant uterine tissue re- 
quiring an excision of a wedge-shaped piece of the 
uterus. Although this has not been the author’s 
experience he is inclined to the opinion that the 
difficulty in approximation of the edges is due to 
taking too deep a bite with the needle in inserting 
the suture, three-fourths of the thickness of the 
wall being sufficient. When he inserted the sutures 
through the entire thickness of the uterus the ap- 
proximation was not good and the sutures had to 
be removed and reinserted; and, this, aided by the 
crossed tenacula, kept the margins tense until the 
suture knots were properly tied, completing a very 
satisfactory adjustment. 
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If the surface and the near surface of the incision 
are properly approximated one need have no con- 
cern about the deeper layers, as the elasticity of the 
tissues will be sufficient to keep them in apposition 
for good union. 

No difficulty was experienced in returning the 
uterus to the peritoneal cavity. The operation 
while requiring some dexterity is not to be classed 
in the major column; it requires less than half an 
hour to complete. 

The shock would be of little moment if it were not 
for the fact that the patient is usually brought to 
the surgeon in a very anemic condition. 


Leclercq, J., and Crépin: Mechanism of Gangre- 
nous Perforation of the Uterus; Note on the 
Arterial Circulation of the Uterus (A propos du 
mécanisme de la perforation gangréneuse de l’utérus; 
note sur la circulation artérielle de utérus). Bull. 
Soc. de méd. lég. de France, 1914, xlvi, 150. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In gangrenous perforation of the uterus, the 
perforation opening forms the frustum of a cone 
with the smaller surface directed toward the cavity 
of the uterus. To explain this the authors studied 
the circulation of the blood in the uterus, and found 
in the injected uterus, which they cut through the 
fundus a few millimeters above the cavity in a trans- 
verse direction, that the branches of the two uterine 
arteries formed extensive anastomoses with each 
other. But in the fundus the fundal branch of the 
uterine on each side formed terminal arteries in cer- 
tain directions that did not anastomose freely with 
those of the other side. These findings, which were 
confirmed by radiographs of injected specimens, 
explain the clinical phenomenon. FRANKENSTEIN. 


Nicholson, W. R.: A Case Report Illustrating 
Certain Dangers in the Use of the Intra- 
Uterine Stem. Am.J.Obst., N. Y., 1914, Ixx, 608. 

By Surg., Gynec. & Obst. 

Nicholson calls attention to the fact that the 
intra-uterine stem is not without danger from the 
standpoint of serious resulting infection even in 
properly selected and previously non-infected cases, 
and gives the report of such a result in one of his 
owncases. All possibility of latent infection having 
been excluded by thorough preliminary examination, 
the usual aseptic operative technique was employed. 

A satisfactory afebrile course was pursued during 

the two weeks the patient was in the hospital. One 

week later there were typical symptoms and finding 
of acute bilaterally infected appendages, which sub- 
sequently necessitated an abdominal section and 
removal of the adnexz, portions of one ovary and of 
one tube being left. The tissues contained no pus, 
but the tubes were distorted and bound down and 
the ostia were closed; the right ovary was enlarged 
to the size of an orange by cystic degeneration con- 
taining a bloody fluid. Preceding the attack the 


patient had several non-sterile douches, and had 
had intercourse; examination of the husband proved 
him to be free from disease. 


N. Sproat HEANEY. 
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Gallant, H. E.: Continuous Uterine Drainage. 
N.Y. M.J., 1914, c, 702. 
By Surg., Gynec. & Obst. 

In 250 cases relief from the subjective and 
objective symptoms of cervical obstruction from 
various causes was secured by means of silver and 
fenestrated rubber drains. 

The drains were inserted into the cervical canal 
and drainage promoted continuously for six or more 
months. The only unfavorable results were menor- 
rhagia and metrorrhagia in some few cases. 

The conclusions are as follows: 

1. Normally the menstrual blood condenses in 
the passive uterus, escapes drop by drop or trickles 
from the os externum in a bright red, intermittent 
stream, without malaise, pain, headache, or any 
sort of reflex manifestation. 

2. Obstruction to the free outflow may be caused 
by fibrosis, cicatrization, flexure, neoplasm of any 
portion ot the cervical canal or of the lower uterine 
zone. 

3. Obstruction is primarily an intermenstrual 
condition which causes retention of mucus, etc., 
within the uterus, retards the outflow of menstrual 
blood, and shuts in the dangerous remnants after 
abortion, miscarriage, and labor, and gonorrhoea. 

4. Obstruction excites the uterus to labor-like 
activity, brings about hypertrophy of its wall, en- 
largement of its cavity, increased weight, and an 
abnormal condition of its mucous membrane. 

5. Obstruction during menstruation causes 
colicky cramps, labor-like pains, backache, headache, 
and other reflex pains; obstruction during labor 
causes serious dystocia; obstruction after labor 
induces after-pains, facilitates infection, and favors 
subinvolution; obstruction between periods—in- 
termenstrual—forces infection into the tubes and 
peritoneum, and results in peritonitis, tubal gesta- 
tion, hydrosalpingitis, and pyosalpingitis, and, by 
thus obstructing the tubes, is the most common 
cause of sterility, and frequently is the cause of 
marital infelicity, leading to the divorce courts and 
the hospital; and if the woman escapes with her 
life, she will be compelled to live an aphoric life, 
subsisting on the alimony which the courts offer 
as her only redress. 

6. Obstruction in young or older women can be 
and should be remedied, by dilatation, drainage, 
replacement, pessary support, or suspension of the 
uterus. 

7. Continuous efficient drainage can be secured 
only by the use of a drain which will permit the 
cervical mucus to pour into the drain, mingle with 
the secretions, and prevent clogging and plugging. 

8. To prevent recontracture of the internal os, 
reflexure of the anteflexion, the drain must be of 
rubber, fenestrated or perforated, sutured in the 
cervix, and must remain in situ for six or more 
months. 

9. Experience teaches that except for the removal 
of detached secundines or placenta, curettage is 
unwise and can therefore be dispensed with. 
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10. To secure uninterrupted drainage from the 
uterine cavity in acute cases a gauze roll wick 
should be placed in the vagina, with its upper end 
under the drain and the lower end projecting through 
the vulva so as to come in actual contact with the 
vulva pad; otherwise pus will collect in the vagina 
and sapremia will result. D. H. Boyp. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Benthin, W.: The Ovary and Internal Secretion 
(Ovarium und i — Sekretion). Therap. d. Gegenw. 
Berl., 1914, lv, 

By Zentralbl. f. d. aa oe nik. u. Geburtsh. s. d. Grenzgeb. 

Through its internal secretion, the ovary in- 
fluences the development and maintenance of the 
sexual system. It sends hormones to the uterus 
which prepare the mucosa for the reception of the 
ovum. These hormones cause the lack of coagulabil- 
ity of the menstrual blood. ‘The formation of myo- 
mata is related to the function of the ovary, and 
osteomalacia is chiefly caused by changes in the 
ovary, as is shown by the results of castration in 
87 to 93 per cent of the cases. Chlorosis is also 
dependent on ovarian activity. 

Aside from its influence on the genital tract, the 
ovary exercises stimulating or inhibitory effects on 
metabolism and growth. In some conditions there 
is a disturbance in balance between the ovarian 
secretion and that of other glands of internal secre- 
tion, as of the thyroid in Basedow’s disease and of 
the hypophysis in adiposity. The chief source of 
the internal secretion is the corpus luteum; it is 
questionable whether the interstitial tissues—theca 
lutein cells—have a _ vicarious or regulating 
action, as might be suspected from the abundance of 
this tissue in animals that do not menstruate 
regularly. Results of organotherapy with ovarian 
preparations support these views. H. Scuorz. 


Vignes, H.: Influence of Lecithin and Cholesterin 
on the Toxicity of Ova and Ovaries (Influence de 
la lécithine et de la cholestérine sur la toxicité des 
ceufs et des ovaires). Ann. de l'inst. Pasteur, 1914, 
XXVviii, 437. 

By Zentralbl. f. d ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Aqueous extract of herrings’ eggs heated to boil- 
ing temperature and, still more, the extract not 
heated, showed a toxic effect on rabbits, as did 
extract of pigs’ ovaries. The toxic effect was mani- 
fested by loss of weight, sometimes progressing to 
cachexia and death. Lecithin, and, to a lesser 
extent, cholesterin, overcame this toxic effect totally 
or in part; lipoids extracted from the ovary had a 
toxic effect and caused loss of weight in guinea pigs 
after a single injection. E. NEUBAUER. 


Hibbitt, C. W.: Conservative Surgery of the Ovary. 
Kentucky M. J., 1914, xii, 015. 

By Surg., Gynec. & Obst. 

Success in the practice of conservative surgery of 

the ovary comes by studying the pathological con- 
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dition when the abdomen is opened, by possessing 
a thorough knowledge of the limitations for success- 
ful conservatism, and in being able to follow the 
future histories of the cases. The principal rules 
which are necessary for success are: 

1. Good surgical judgment. 

2. Always leaving an adequate blood supply 
for the ovary. 

3. Supporting the ovary in as near its normal 
position as possible. 

In exercising surgical judgment, the first point 
of importance is adhesions. Adhesions must be 
dissected or peeled off, leaving the surface of the 
ovary free and as clean as possible from all inflam- 
matory tissue; but if the ovarian tissue is torn, it 
should either be resected or removed entirely. If 
any inflammatory tissue is left on the ovary, it will 
favor adhesions again and thus defeat good results. 

Small cysts if few in number can be punctured 
and the fluid allowed to escape. Resection is in- 
dicated where a single retention cyst is present, but 
in a cystic degeneration, where the whole ovary is 
involved, removal and not resection should be done. 

Resection should be adopted also in hamatoma. 
In performing the resection, a knife is far more 
preferable than scissors, as the latter tend to squeeze 
or pinch the ovary unless they are very sharp. All 
the diseased structure should be cut away, and with 
very fine catgut and a small needle the raw areas 
should be brought together by a continuous stitch, 
as this controls the bleeding more satisfactorily than 
a few interrupted sutures, for with continued oozing 
a hematocele and infection and adhesions may result. 

The suspending of the ovary is a simple but im- 
portant matter; it probably keeps it out of its old 
bed of adhesions. A small needle with silk or cat- 
gut is passed through the external end of the ovary 
and then through the posterior surface of the broad 
ligament near its upper part. 

Maintaining a normal blood supply to the ovarian 
tissue left is of the utmost importance. Neglect 
in this respect is the cause of many failures following 
conservative work, and oedema and cystic degenera- 
tion develop. The blood supply of the ovary is 
easily interfered with unless care is taken in placing 
ligatures in all operations where the ovary is to 
be left. In salpingectomy—cutting the tube from 
the mesosalpinx—care should be used to incise 
the mesosalpinx through its extreme upper border. 
This will leave the blood supply of the ovary nor- 
mal and the mesosalpinx will be satisfactory for 
ovarian suspension. 

All rough handling and traumatism of the ovary 
during the operation should be avoided, and abso- 
lute asepsis and haemostasis should be secured to 
make the work a success. Epwarp L. CorneELt. 


Gordon, A.: Nervous and Mental Disturbances 
Following Castration in Women. J. Am. M. 
Ass., 1914, Ixiii, 1345. By Surg., Gynec. & Obst. 

The author observed a series of 112 cases, in the 
majority of which the ovaries alone were removed; 
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the others had both ovaries and uteri removed. 
In 37 cases odphorectomies were performed through 
errors in diagnosis. An analysis of his cases per- 
mitted him to reach the following conclusions: 

Removal of the reproductive organs in women 
causes disturbances in the domain of the nervous 
system. These disturbances were of a purely func- 
tional nature. They were somatic and psychic. 

The psychic manifestations, while individually 
they belonged to any of the varieties of psychoneuro- 
ses, nevertheless in their ensemble did not constitute 
any of the well-established forms of psychasthenia. 

True insanities were not observed. . 

The generally observed symptoms were: restless- 
ness with a tendency to move from place to place, 
difficulty of control, dissatisfaction with everything 
and everybody, discontent, want of interest in all 
absorbing subjects and objects, indifference, in- 
dolence, and pessimism. Sometimes there were 
outbreaks of anger with a tendency to attack others. 
Among other symptoms might be mentioned: in- 
somnia, gastro-intestinal disturbances of a func- 
tional nature, headache, vague pains or paresthesias, 
also occasionally glycosuria; tendency to obesity 
was also observed in some patients. 

While the psychic manifestations were sometimes 
of a very disturbing nature, nevertheless they did 
not present the characteristics of genuine psychoses; 
for example, the indifference and want of interest 
in surroundings lacked the depth of those afflicted 
with melancholia or dementia. The restlessness, 
which was so frequently observed, lacked the charac- 
teristic features of exaltation in the motor sphere 
observed in cases of mania. As mentioned above, 
while the individual symptoms resembled those 
of psychoses, the entire picture of each case lacked 
the depth and definiteness of any of the forms of 
insanity. Some of the patients had to be removed 
from their surroundings and isolated, not because 
they were insane in the proper sense of the term, 
but because of inconveniences caused by them to 
others. Besides, the subsequent histories of the 
last category of patients, as well as of any other 
patient of the author’s series, proved at no time the 
existence or eventual development of true psychoses. 
On the other hand, morbid phenomena persisted 
with a remarkable obstinacy; at times they became 
more accentuated; at others some improvement was 
noticeable, but it was only temporary. Some of the 
author’s patients were under observation during a 
period of ten years and the condition still persisted 
unaltered. 

Individuals who presented various manifesta- 
tions of psychoneuroses before they fell into the 
hands of surgeons had their psychic phenomena 
decidely aggravated after the uteri and ovaries, 
or only the ovaries, were removed. 

As healthy portions of tissue were invariably found 
in the removed organs, it is to be supposed that the 
removal of the latter had some relation to the mor- 
bid phenomena observed after the operations. 

The logical conclusion seemed to be that great 
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caution should be used in advising operative proce- 
dures on the generative organs and the tendency 
should be to preserve as much as possible any nor- 
mal tissue found in the uterus or ovaries. 
No operation should be advised on healthy organs 
if a woman complains of vague nervous disturbances. 
Epwarp L. CorneE Lt. 


Vest, C. W.: A Clinical Study of Primary Car- 
cinoma of the Fallopian Tube. Bull. Johns 
Hopkins Hosp., 1914, Xxv, 305. 

By Surg., Gynec. & Obst. 

The author presents a statistical study of 132 
cases of primary carcinoma of the fallopian tube, 
including 4 such cases from the gynecological 
department of the Johns Hopkins Hospital. His 
own cases are reported in detail and include micro- 
scopical examination of the tissue removed. From 
his study he draws the following conclusions: 

Primary carcinoma of the tube, while not com- 
mon, is not as rare as has been supposed, and its 
possibility must be considered when a tumor lateral 
to the uterus is present. 

Definite symptoms are not regularly associated 
with the tumor, but one or more of the following 
are usually present: a watery, often blood-tinged, 
vaginal discharge; abdominal pain and induration 
on one side of the uterus; frequently a tumor is 
present. The discharge may be intermittent in 
character. Each tube is involved an equal number 
of times by the growth, while in about 28 per cent 
of the cases both tubes are involved. 

If the condition is still confined to the tube, a 
complete operation — hysterectomy, double sal- 
pingo-odphorectomy — should be done; otherwise 
only palliative measures can be employed. A 
careful macroscopic, and, if necessary, microscopic, 
examination should be made of every tubal tumor 
removed before the abdomen is closed. In some 
cases the complete operation was done at a second 
laparotomy after the nature of the growth was dis- 
covered. 

A microscopic examination should be made of a 
serohemorrhagic fluid obtained from a lateral tumor 
by pelvic puncture. Such a tumor should be con- 
sidered malignant until proven otherwise. 

Primary carcinoma of the tube may be present 
in association with an ovarian cyst. 

The tumor is of a high grade of malignancy. At 
onset it may be of slow growth, but recurrence is 
soon noted after operation. In most cases the con- 
dition is too far advanced for permanent relief when 
surgical aid is sought. Only 4 patients are known 
to be well five years after operation. 

GEorGE BEILBY. 


EXTERNAL GENITALIA 


Watkins, A.: Vesicovaginal Fistula. J. Arkansas 
M. Soc., 1914, xi, 98. By Surg., Gynec. & Obst. 


The author describes a vesicovaginal fistula 
which followed vaginal hysterectomy. The bladder 


wound was unsuccessfully repaired at the same sit- 
ting at which the injury was done. This failure 
the author attributes to deficient drainage from the 
urethral catheter left in at the time of operation. 

Some months later repair was again attempted. 
This operation was again unsuccessful on account 
of urethral irritability requiring the removal of the 
catheter left inthe bladder. About thirteen months 
after the primary fistula occurred, still another 
attempt at closure was made. This was preceded 
by bladder irrigations for the cystitis and supra- 
pubic cystotomy for drainage. 

The bladder was denuded by the original route for 
one and one-half inches in all directions and the 
bladder wall was sutured with two layers of No. o 
chromic gut. This suture was covered by a perito- 
neal fold from the abdomen, followed by suture of 
the vaginal mucosa. The closure was successful. 
The author believes that the suprapubic drainage 
and the interposition of the rapidly healing perito- 
neum were important elements in the successful 
outcome of the last operation. Maurice J. Gerri. 


Pollard, T. G.: Some General Considerations of 
Leucorrhoea. South. Pract., 1914, XXxxvi, 444. 
By Surg., Gynec. & Obst. 


The author discusses the causes and treatment 
of leucorrhoca. He is of the opinion that this con- 
dition is too often considered as a disease and not 
as a symptom of a disease. He discourages the 
belief of the laity and a few practitioners that leucor- 
rhoea is common to all women and says because of 
this idea many early cases of uterine cancer have 
been overlooked. 

The most frequent causes of leucorrhoea in virgins 
are: (1) cervical erosion and backward displace- 
ment of the uterus associated with endometritis, 
(2) vaginitis, and (3) benign and malignant tumors 
of the uterus and adnexa. If the discharge is slight 
in amount and only occurs at intervals at or about 
the time of menstruation and is not accompanied by 
menstrual pain, with the general condition of 
anemia present, for the time being the physician 
is justified in regarding anemia as the cause. 

In married women, because of the greater ease 
in making thorough examination, the cause should be 
studied more carefully. The following causes are 
given: (1) Cervical erosion associated with an endo- 
metritis, the erosion most likely being situated at 
the site of an old laceration. The discharge may be 
of a simple mucous character composed of secretion 
from cervical glands, or purulent, due to bacterial 
invasion. (2) Infection of Bartholin’s glands may 
be another cause. (3) Vaginitis is another cause 
and may result from the use of pessaries or strong 
antiseptics. (4) New-growths of the uterus, sar- 
coma, and carcinoma are the other causes. 

The first thing to do is to locate the most probable 
cause of the trouble; then palliative treatment 
should be used, such as hot vaginal douches or 
vaginal applications in the milder forms of vaginitis 
and slight cervical erosions. If endometritis is 
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present, curettement is indicated. Lacerations 
should be repaired and uterine displacements cor- 
rected. If the leucorrhoea is due to trouble in the 
tubes, malignant disease of the uterus, or sloughing 
tumors, operative treatment is necessary. 

D. 


Taussig, F. J.: The Prevention and Treatment of 
Vulvovaginitis in Children. Am. J. M. Sc., 
1914, cxlviii, 480. By Surg., Gynec. & Obst. 

The author reports 66 cases of vulvovaginitis 
ranging in age from 3 weeks to 12 years. Forty- 
three of these cases were investigated as to home 
conditions and possible sources of infection. 

Concerning the prevalence of this condition Seippel 
estimates that 500 cases occur annually in Chicago, 
and Pollock estimates 800 to 1,000 in Baltimore. 
Jeans examined routinely 262 girls over one year 
of age at the Children’s Hospital, St. Louis, and 
found 14 cases, or 5.3 per cent. 

Gonococci were found in 63 per cent of the 66 
cases at some time. so that for practical purposes 
vulvovaginitis means gonorrhaa. The exposed 
position of the vulva of young girls and the delicate 
squamous epithelium of the vulva and vagina 
render them specially liable to infection. 

The source of the infection was most commonly 
from other girls of the same age already infected. 
Direct nfec ion from an adult is the exception. 

The manner of the transmission may be by the 
hands of the attendant, cloths, clothing, etc., 
the bath and the lavatory, particularly of the schools. 
The latter is by far the most common, due to the 
fact that the vulva of the girl almost invariably 
comes in contact with the lavatory seat, where the 
secretion containing gonococci will remain for a 
long time undried and virulent. 

The symptoms were few and complications in- 
frequent. 

The treatment consisted of the injection of 15 
to 60 drops of a silver solution several times in 
succession from a blunt-pointed urethral syringe; 
rest in bed for the first two weeks with injections of 
25 per cent argyrol once or twice daily, changing 
to 1 per cent silver nitrate solution, and later to 
2 to 4 per cent silver nitrate twice, and, finally, 
once,a week. The treatment must be carried out 
systematically for a long time. 

For institutions, the following suggestions as to 
prevention are made: 

1. The ex mination of a vaginal smear from all 
girls be‘ore admission to determine the presence 
of gonorrhoeal infection. If present, the children 
should be excluded. 

2. Adequate facilities for isolating institutional 
cases with this infection n which the diagnosis had 
not been made on admission. 

3. Special nurse, separate fever thermometers, 
vaseline, etc., for the infected children. 

The large number of endemic cases in all the cities 
are most difficult to reach. The following measures 
are suggested for the control of this disease: 
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1. The instillation of a drop of 2 per cent silver 
nitrate solution in the vestibulum vagina of all 
newborn girls whose mothers show evidence of 
gonorrhoea. 

2. Making vaginitis in children a disease re- 
portable to the Board of Hea th. 

3. Instruction of parents of infected children 
through the visiting nurse regarding preventive 
measures to limit the infection. 

4. Investigation by the visiting nurse as to the 
probable origin of the infection in each case with a 
view to preventing the contamination of other 
children in the same house. 

5. The adoption of a U-shaped seat with low 
bowl and other precautionary measures to prevent 
the spread of infection through the public lavatories 
in schools, playgrounds, comfort stations, and tene- 
ments. 

The last is the most important of all, as in the 
author’s experience the lavatory seat in the school 
seemed to be the great source of the infection. 

S. A. CHALFANT. 


MISCELLANEOUS 


Newman, D.: Incontinence of Urine in Women. 
Lancet, Lond., 1914, clxxxvii, 940. 
By Surg., Gynec. & Obst. 

The most common causes of simple incontinence 
of urine in women —that is, Joss of control un- 
associated with disease of the bladder or the urethra 
— are injury received during parturition and over- 
distention of the urethra and neck of the bladder by 
instruments. There are other cases where no his- 
tory of traumatism can be discovered. The former 
are more amenable to surgical treatment than the 
latter, but even these may be much improved by the 
following operation: 

With the patient either in the lithotomy or in the 
elbow-knee position, the posterior wall of the vagina 
is depressed so as to expose the anterior wall fully. 
The bladder is distended with 12 ounces ot boric 
solution. A straight No. 14 steel bougie, with a 
knob the size and shape of a horse-bean half an inch 
from its point, is introduced into the bladder at first 
fully and then partly withdrawn so that the knob 
comes down to and locates the neck, and by elevat- 
ing the handle of the bougie the knob is made to 
throw out the posetrior wall of the bladder immedi- 
ately above the sphincter. Three sutures, One an- 
terior and two lateral, are now passed through the 
lips of the os and the uterus is dragged downward so 
as to give a clear view of the anterior wall of the 
vagina. 

A median vertical incision is made from the up- 
permost point of the knob and along the middle of 
the stem for a distance of one and a half to two 
inches. With blunt-pointed scissors cutting on the 
flat, the mucous membrane and muscular coats of 
the vagina are carefully separated on both sides of 
the median incision. The dissection should be 


made right down to the submucous tissue of the 
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bladder and urethra, but great care must be taken 
not to expose the vesical mucous membrane itself. 
The vaginal mucous membrane is removed over a 
lozenge-shaped area the center of which corresponds 
with the position of the most prominent part of the 
knob of the bougie; the upper angle is just over the 
point of the instrument. The lower angle corre- 
sponds with the stem, while the two other angles 
point outwards, one on either side. Incisions are 
then made to join the apices and a lozenge-shaped 
portion of vaginal mucous membrane is removed, 
exposing a corresponding area of raw surface, the 
floor of which covers the neck of the bladder and the 
first half-inch of the urethra. 

The next stage of the operation is the suturing, 
the bougie still being in position. The sutures are 
chromic catgut and are introduced as follows: 
A deep row is planted, and on the left lip of the 
wound the needle is passed from left to right; it 
enters immediately under the vaginal mucous mem- 
brane and comes out one-eighth of an inch to the 
left side of the center line of the bougie; it is then 
carried over the rawed surface to one-eighth of an 
inch beyond the right side of the bougie, where it 
penetrates the tissue, and is brought out on the right 
lip of the wound. Six sutures are passed in this way. 
The bougie is then withdrawn and the sutures are 
tied, cut, and buried. A second row of the fine gut 
sutures is applied to unite the margins of the wound 
in the vaginal mucous membrane, and the operation 
is completed. 

No special after-treatment is required, except that 
it is well for a small-sized rubber catheter to be re- 
tained for the first six or eight days and the parts 
should be cleansed gently twice daily. 

Epwarp L. CornNeE LL. 


Lydston, G. F.: Implantation of the Generative 
Glands and Its Therapeutic Possibilities. 

N. Y. M.J., 1914, c, 745. 
By Surg., Gynec. & Obst. 

The sex glands, the testicle and ovary, are known 
to have a double function: (1) the ordinary pro- 
creative function, and (2) the production of an 
internal secretion. 

The repletion of the internal secretion may pos- 
sibly have a marked effect in the retardation of 
senility. Aberration of secretion in the sex glands 
may have an effect (1) on nutrition in general; 
(2) on brain and nerve integrity; (3) on sex power 
= activity; and (4) on senile pathology and physi- 
ology. 

The presence of an internal secretion of the testicle 
was first shown in 1849 by Berthold, who trans- 
planted the testes of cocks to the abdominal cavity 
with resultant preservation of sex qualities. Since 
then cases of successful implantation of testes and 
ovaries in animals and human beings have been 
reported. Bernard, in 1889, at the age of 72, in- 
jected himself with testicular extract from animals, 
with marked improvement in physical and mental 
activity. 
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The name ‘‘hormone”’ is given to the substance 
in the internal secretion which affects the functions 
of other organs. Continuous doses of some hor- 
mones are necessary to maintain physiological 
activity. Hormones do not produce antibodies, 
their therapeutic effect being the result of a stimulat- 
ing tonic action on the organism in general. The 
ova and spermatazoa apparently depend upon the 
stimulus produced by the hormone ior their forma- 
tion and virility. In the ovary the corpus luteum 
furnishes the internal secretory hormones. 

In the testicles the interstitial cells of Leydig, 
situated in the interstitial tissue between the tubuli 
seminiferi and of mesodermic origin, apparently 
furnish the internal secretion. These cells have 
been shown to proliferate in implanted testes. The 
X-ray does not destroy the interstitial tissue but 
does destroy the glandular tissue, and as the effect 
of the X-ray is to destroy the spermatazoa-producing 
function of the testes but does not affect the second- 
ary sex characteristics, it is considered a proof of 
the source of the internal secretion in the interstitial 
cells. 

The author obtained the testes from an 18-year- 
old suicide, removing them in an aseptic manner 
and placing them in sterile salt solution. He 
made an incision in his own scrotum and planted 
one testicle previously half decorticated and with 
the epididymis removed, in a pocket made beneath 
the deep fascia at the bottom of which pocket lay 
the spermatic cord. The decorticated portion 
apparently “took,” and the author experienced 
a sense of unusual physical and mental vigor. 

If atrophy occurs, successive implantation may 
be used but the author believes the effect may be 
permanent because the interstitial tissue may re- 
main and produce the hormone and also the hor- 
mone may have accomplished its work of regenera- 
tion so successfully that no further therapeutic in- 
dication for hormone action will be evident. 

In implanting the testes the tunica propria is 
left intact except for two to four narrow strips two 
or three mm. in breadth running the whole length 
of the testicle which allow the entrance of the nutri- 
tive juices and the formation of vascular adhesions. 
The epididymis should be removed, the gland im- 
planted within 24 hours after removal, if possible, 
and meanwhile kept in cold normal salt solution or 
Ringer’s solution. Asepsis should be absolute and 
the testes handled very carefully. The most 
favorable site of implantation in the male is near 
the testis just without the tunica vaginalis to which 
it will adhere; the pelvic properitoneal space or the 
mons veneris may be used. In the female the 
choice of sites appears to be the properitoneal space, 
the cul-de-sac of Douglas (extraperitoneal), the 
labium majus, beneath the mammary gland, in 
the pubic region, or the rectus muscle. 

In implantation in either sex, care should be 
taken (1) to make as limited an incision as is com- 
patible with the insertion of the gland, as the 
gland is soft and the skin and fascia elastic, a very 
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small incision will suffice; (2) to make sure that the 
dissection of the pocket shall be as dry as practicable 
and to traumatize the tissues as little as possible; 
(3) to avoid injuring the delicate gland tissue during 
its preparation and implantation; (4) to use the 
finest chromic gut or, better perhaps, iodinized gut, 
and insert no more sutures than are actually nec- 
essary to a perfect closure — the purse-string suture 
for the fascia is ideal; (5) at all times to avoid rough 
manipulation of the implanted glands during 
healing, and especially to manipulate it as infre- 
quently and as gently as possible while adhesions 
and vascular supply are forming. 

Definite results should not be expected before six 
or eight weeks. The glands to be used should be 
obtained from subjects free from disease, with the 
possible exception that in the treatment of tuber- 
culosis the gland may be taken from a person suffer- 
ing with tuberculosis provided the gland _ itself 
is not infected. 

Six case reports of implantation are given in- 
cluding the one the author performed on himself: 
one for nervous wreckage due to a pelvic operation 
performed fifteen years previous, one for impotence 
in a man aged 58, two for dementia pracox, and 
one for senile dementia. 

In addition to the reported cases 12 operations had 
been performed on institutional cases — 2 females 
and 8 males; 3 being cases of senile dementia, 2 
cases of dementia pracox, 2 of epilepsy, and 3 of 
general paresis. None of these latter cases were 
very successful. 

The results of the author’s implantation on hira- 
self were a sense ot exhilaration within twenty-four 
hours which disappeared with the occurrence of 
oedema and inflammation around the site of the 
operation and recurred on the seventh day when 
there arose a sense of stimulation, an ability to 
endure physical and mental labor on less sleep than 
formerly, a marked reduction in blood-pressure 
with a softening of the arteries, a disappearance of 
previous attacks of cardiac irritation, an increase 
in the range of accommodation of the eye, a marked 
improvement in the blood circulation in the skin 
with resulting resistance to cold, and marked im- 
provement of a chronic skin lesion. There was an 
increase of ten pounds in weight. 

The conclusions are as follows: 

1. At least temporarily, probably permanently, 
and indubitably therapeutically, successful total 
or partial implantation of human sex glands in 
both male and female is practicable. 

2. Glands taken from the living subject are most 
desirable, though rarely obtainable. The closer 
the blood relationship of donor and recipient the 
better, but such relationship is not necessary for 
purely therapeutic purposes. 

3. Judging by his own auto- and hetero-experi- 
ments, and with due respect to Carrel’s observations, 
the author believes that while glands frozen before 
decomposition may be available, they must be used 
without freezing and very promptly after removal 
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from the body to obtain a fair average of successes. 
Glands taken from the healthy dead body at any 
time prior to the beginning of decomposition are of 
equal therapeutic value to those taken in vivo, if 
implantation succeeds. Portions of glands are toa 
certain degree therapeutically serviceable, according 
to conditions and dose. 

4. Where there is no necessity of incurring risk, 
the subject from which the glands are taken should 
be selected with extreme care. 

5. The ovary and the testis probably are alike 
in their susceptibility to implantation, both from 
the living to the living and from the dead to the 
living. If any difference exists, it seemingly is in 
favor of the ovary. In human beings the gland of 
one sex is transplantable upon the other, and it is 
possible that the hormone of the one is useful to the 
other. Lydston’s experiments apparently show that 
the tissues of the female are more hospitable to the 
implanted male sex glands than are the tissues of the 
male. 

6. The benefits of implantation probably accrue 
irrespective of the site of the implantation, but the 
vicinity of the peritoneum (extra-abdominal) in the 
female and of the tunica vaginalis in the male, are 
the sites of election. 

7. The internal sex gland secretion is stimulant, 
nutrient, tonic, and reconstructive, and should 
increase resistance to disease. Certain chronic 
infections, notably tuberculosis, serious anemia, 
neurasthenia, and conditions of profound debility 
should be benefited by implantation. 

8. The development of senility possibly can be 
retarded, and longevity increased by internal sex 
secretion derived fr m implantation. The cli- 
macteric may be postponed by it, or the disagreeable 
features of the climacteric relieved. 

9. Used at a very early period in the disease, 
internal sex secretion should theoretically be the 
logical remedy for dementia precox and _ allied 
conditions. 

10. The internal sex gland secretion via implanta- 
tion has a very useful field in the treatment of 
impotence in the male. 

11. Implantation (with or without anastomosis 
in the male) possibly may have a certain range of 
usefulness in sterility in both sexes. 

12. Defective and aberrant psychical or physical 
sex development and differentiation — inversions 
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and perversions — are definite indications for sex- 
gland implantation. Certain cases of cryptor- 
chidism and imperfect testicular development are 
an especially promising field for it. 

13. Chronic diseases of the skin due to or modified 
by nutritional disturbances — notably certain types 
of chronic eczema, psoriasis, and ichthyosis — in a 
certain proportion of cases apparently are likely to 
be benefited, and possibly cured by sex-gland im- 
plantation. 

14. That arteriosclerosis will in its early stages 
be benefited by sex-gland implantation is probable. 
Inferentially, if taken early, senile dementia pos- 
sibly may show beneficial results. 

15. All conditions incidental to sex-gland mutila- 
tions in either sex afford a positive indication for 
sex-gland implantation, the probability of benefit 
being inversely as the length of time that has elapsed 
since the mutilation, and dependent on the age at 
which it occurred. 

16. The most important point of all is that, in 
properly selected cases, successful implantation 
ought inevitably to increase physiological efficiency, 
with all the benefits accruing therefrom. With 
increased physiological efficiency come individual 
and social efficiency. 

17. Opportunities should be sought in the human 
subject for histological study of implanted glands at 
varying periods after implantation, to determine in 
what degree both generative and internal secretion 
gland tissues endure. 

18. Every effort should be made to so amend our 
laws that viable tissues of all kinds, notably in- 
ternal secretory glands, shall become available to 
science. To this end the public especially should be 
made to understand that the sacrifice of a portion 
of thyroid or of a single ovary or testis by a living 
subject is not disastrous. The author believes that 
possibly there are times when such a sacrifice would 
restore reason, perhaps even save life. Legislation 
and public sentiment should favor scientific re- 
search. Between the antivivisectionists on the 
one hand, and popular reverence for the dead human 
body on the other, the material is limited. Why 
should there be a waste of material which, if proper- 
ly used, possibly might add much to the health, 
happiness, efficiency, and even to the longevity of 
the human race? Let us strive for the conservation 
of biological energy. D. H. Boyp. 


PREGNANCY AND ITS COMPLICATIONS 


Moore, B.: The Management of Pregnancy and 
Normal Labor. J. 4M. Ass. Ga., 1914, iv, 173. 
By Surg., Gynec. & Obst. 


In a short paper the author brings out the follow- 
ing points: The care of the pregnant woman should 
commence as soon as the patient has reason to be- 
lieve that she has conceived. The patient should 
be made to feel that her condition is normal and 
physiological. Her mental surroundings should be 
as cheerful as possible. Labor should take place 
certainly not later than 282 days after conception. 
Labor should not bechecked after it has beenstarted. 
The use of obstetrical forceps should be avoided if 
possible. Epwarp L. Cornett. 


Sutcliffe, L. E.: A Case of Ruptured Ectopic Gesta- 
tion Complicated by Splenomedullary Leu- 
kemia. Brit. M.J., 1914, ii, 570. 

By Surg., Gynec. & Obst. 


The case reported presented a splenomedullary 
leukemia with a marked and prolonged pyrexia, 
complicated by a ruptured ectopic gestation with 
marked shrinkage of the spleen coincident with the 
hemorrhage, and, later, splenic enlargement during 
the reactionary stage. The patient made a com- 
plete recovery. D. H. Boyp. 


Myssey, R. D.: The Diagnosis of Extra-Uterine 
Pregnancy; a Study of One Hundred and 
Sixty-Eight Cases. Si. Paul M.J., 1914, xvi, 588. 

By Surg., Gynec. & Obst. 


The author presents a review of the cases occurring 
in the Mayo clinic during the past ten years. At- 
tention is directed to the diagnosis of the subacute 
and chronic cases, the clinical picture of which 
differs somewhat from that of the recently ruptured 
cases. 

A history of miscarriage was obtained in 50 of the 
cases while 60 had never been pregnant. Four 
cases had previously been operated upon for extra- 
uterine pregnancy. One hundred and six cases 
were diagnosed correctly before the operation. Of 
the remainder, chiefly tubal moles and abortions, 
the diagnosis was made variously as pelvic tumors, 
appendicitis, pelvic inflammation, and gall-stones, 
while in a few cases exploratory section was ad- 
vised for pelvic and abdominal conditions with no 
suggestion of ectopic pregnancy 

As to symptomatology, pain was the most com- 
mon feature, while pain in the rectum or painful 
defecation, if present, was almost pathognomonic. 
Disturbance of menstruation should be considered 
as to the amount, color, odor, consistency, and con- 
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tinuance of the flow. The physician should not be 
misled by the presence of chills and fever with 
symptoms of pelvic disorders. 

F, 


Farber, E. M.: A Case of Extra-Uterine Pregnancy 
with Prolonged Retention of the Feetus. 
Lancet, Lond., 1914, clxxxvii, 794. 

By Surg., Gynec. & Obst. 


Farber gives a detailed history of a case of missed 
tubal abortion which occurred in the Zenana Mis- 
sion Hospital, Bhiwani Punjab. Since the size of 
the foetus is not stated in the report it is difficult to 
determine whether this was a case of missed labor 
or not. 

The patient was operated on about 3 months after 
she became pregnant. The foetal sac was not 
entirely removed at the operation on account of its 
being densely adherent to the intestines and the 
pelvic organs. The edges of the sac were ruptured 
to the lower angle of the abdominal wall, and the 
cavity was drained. Recovery followed, there be- 
ing a slight fever in the beginning of convalescence. 

SCHWARZ. 


Olow, J.: Treatment of Extra-Uterine Pregnancy 
Interrupted in the Early Months (Uber die 
Behandlung der in den friiheren Monaten unter- 
brochenen Extrauterinschwangerschaft). Monatschr. 
f. Geburtsh., u. Gynék., 1914, xl, 205. 

By Surg., Gynec. & Obst. 

Even in acute cases of ruptured extra-uterine 
pregnancy some authors advise expectant treat- 
ment, for they hold that if the patient does not die 
immediately she is apt to survive without operation, 
it being, therefore, unnecessary. Even among 
those who admit the advisability of operation there 
is a dispute as to whether it should be immediate 
or deferred. Many American physicians advocate 
the latter plan. Others hold that each case should 
be treated individually, which is equivalent to 
expectant treatment with later secondary operation. 
When it comes to the chronic cases there are still 
_— operators who advise late operation or none 
at all. 

Olow advises immediate operation, as a rule, in 
all cases. He believes that intraperitoneal haemor- 
rhage from any cause indicates immediate opera- 
tion. As to the individualistic treatment, it is 
— to decide which cases will recover if left 
alone. 

The advocates of deferred operation do not wish 
to operate in shock, but Olow believes that shock in 
extra-uterine pregnancy is generally due to anemia, 
and that it will, therefore, increase rather than de- 
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crease. In the chronic cases the patient is always in 
danger of renewed hemorrhage if operation is not 
performed, and this danger more than offsets the 
advantage of waiting for recovery from the anemia 
of the first hemorrhage. 

To demonstrate the advantages of operation over 
individual treatment in chronic cases Olow compares 
his material of 64 cases with that of von Scanzoni, 
who advocates individual treatment. Comparison 
of the figures shows that the results of operation 
are fully as good with reference to life, capacity for 
work and for conception, etc., and are much better 
with reference to the time required for recovery. 

A. Goss. 


Vértes, O.: Pathogenesis of Eclampsia (Zur Patho- 
genese der Eklampsie). Monatschr. f. Geburtsh. u. 
Gynak., 1914, xl, 466. By Surg., Gynec. & Obst. 

Vértes performed a series of experiments which 
show that animals can be sensitized by their own 
albumin as well as by foreign albumin. The symp- 
toms of this hypersensitiveness are practically 
identical with those of eclampsia, and moreover 
the organs of the animals showed the same changes 
post-mortem as are found in the organs of patients 
who have died of eclampsia; he therefore believes 
that eclampsia is a manifestation of anaphylactic 
shock. This anaphylaxis is produced by the ab- 
sorption of chorionic villi, which Schmorl has shown 
takes place during pregnancy. The albuminuria 
of pregnancy is not a simple mechanical disturbance 
of kidney function, nor yet a chemical one caused 

by the products of foetal metabolism, but is a 

premonitory stage of eclampsia, which is identical 

with it in etiology, and is only a more advanced 
stage of the same condition. A. Goss. 


Farr, C. B., and Williams, P. F.: The Total Non- 
Protein Nitrogen of the Blood in the Toxzemias 

of Pregnancy. Am. J. Obst., N. Y., 1914, Ixx, 614. 

By Surg., Gynec. & Obst. 


To their previously reported findings in a series of 
20 pregnant women, Farr and Williams now add 
their results in 5 normal cases and 15 cases showing 
some renal changes or toxic symptoms during 
pregnancy. The method employed was that of Fo- 
lin, and, in a few instances, titration according to 
Kjeldahl, in addition to the use of the Dubosq 
colorimeter. An exact tabulation of their findings 
is given. The following are their conclusions: 

As a rule the total non-protein nitrogen of the 
blood does not exceed 30 mg. per 100 ccm. of the 
entire blood in a normal pregnancy. In those 
pregnant women who have renal changes asso- 
ciated or not with toxic manifestations, as convul- 
sions, there is usually a slight and, in most cases, 
a definite increase in the non-protein nitrogen, but 
the increase bears no relation to the severity of the 
symptoms. This degree of retention corresponds 
to that seen in parenchymatous nephritis as shown 
in the work of Farr and Austin. The amount of 
phenolsulphonephthalein eliminated varies with 
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the clinical picture so much that it does not appear 
to be of much value either as a diagnostic or prog- 
nostic aid in the toxemias of pregnancy. The 
authors feel forced to conclude that the close 
observance of clinical phenomena, the estimation 
of the blood-pressure, and the examination of 
urine for albumin and casts, are of greater impor- 
tance than the use of either of the two newer 
methods they have employed. 


Anderes, E.: Artificial Termination of Pregnancy 
and Sterilization at One Operation (Unter- 
brechung der Schwangerschaft und Sterilization auf 
abdominellem Wege in einer Sitzung). Monatschr. 
f. Geburtsh. u. Gynak., 1914, xl, 443. 

By Surg., Gynec. & Obst. 


In cases in which abortion is absolutely indicated, 
as in advanced tuberculosis, severe heart disease with 
failure of compensation, and severe chronic kidney 
disease, sterilization should be performed at the - 
same time, for it is useless to subject the woman to 
the dangers of repeated pregnancy and abortion, 
and there is no hope of the condition improving so 
that a later pregnancy could be allowed to continue. 

Anderes formerly terminated the pregnancy by the 
vaginal route and then sterilized through the abdo- 
men, but he has found that asepsis is more easily 
preserved by performing both operations at the 
same time abdominally. The uterus is opened, the 
contents removed, and the uterus thoroughly 
curetted through the incision; then about 3 cm. of 
each tube is resected at the uterine end. This is 
preferable to complete excision of the tube, because 
it is not necessary to ligate any of the large vessels, 
and consequently there is less danger of thrombosis. 
Excessive hemorrhage from the uterus is prevented 
by previous injection of ergot. There has been less 
hemorrhage with this method than with vaginal 
abortion. The author has operated in fifteen cases 
in this way with good results. A. Goss. 


Rabinovitz, M.: End-Results of Criminal Abor- 
tion. N.Y. M.J., 1914, c, 808. 
By Surg., Gynec. & Obst. 


Three abortion cases are reported. In the first, 
a silk bougie was forced through the uterine wall into 
the peritoneal cavity, necessitating a laparotomy 
for its removal. In the second, a portion of the 
mesentery had been torn from its attachment to the 
ileum with resulting gangrene of that portion, 
complicated by an invagination of several coils of 
intestine in the mesenteric laceration. In the 
third case septic peritonitis with volvulus and death 
occurred. 

The death rate from criminal abortion in hospital 
practice is estimated as 33.3 per cent. The present 
methods of dealing with abortionists are considered 
inefficient. Social ostracism and legal penalties 
do not seem to prevent the evil. The “legalization 
of the early interruption of pregnancy” is con- 
sidered the solution of the difficulty. Then “the 
ethical surgeon, swayed by the same motives that 
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govern all his actions, will use proper discrimination, 
moral suasion whenever possible, and, as a last 
resort, at least render his patient proper aid, scien- 
tific services, safe from chronic invalidism or death.” 
D. H. Boyp. 


Wright, G. A.: Spontaneous Rupture of Four and 
One-Half to Five Months’ Gravid Bicornate 
Uterus; Operation Followed by Conception of 
the Other Horn. West. M. News, 1914, vi, 213. 

By Surg., Gynec. & Obst. 


A case is reported which showed the signs of 
abdominal hemorrhage rather markedly. The 
patient was operated on after her general condition 
was slightly improved. The abdominal incision 
disclosed a bicornate uterus; the left horn was 
ruptured, the foetus and placenta were in the ab- 
dominal cavity. The pregnant cornua with the 
tube and ovary were removed, and the patient re- 
covered without any complications. 

Twenty months later the patient was delivered 
of a healthy child after a normal short 6-hour labor. 
The breech presentation occurring at this delivery 
is explained by the author as a result of the changes 
of the musculature of the uterus, due to the above- 
mentioned operation. Emit SCHWARZ. 


Geelmuyden, H. C.: Diabetes and Pregnancy 
(Diabetes og graviditet). Norsk. Mag. f. Legevi- 
densk., 1914, Ixxv, 1147. By Surg., Gynec. & Obst. 

Geelmuyden comments on the connection be- 
tween the functioning of the internal female genital 
organs and carbohydrate metabolism, saying that 
glycosuria develops regularly in about 10 or 12 per 
cent of all pregnancies—some have encountered it 
in 40 per cent. Usually the sugar in the urine in 
this benign pregnancy glycosuria is lactose, but it 
may be grape sugar or both. The proportion of 
sugar in the urine may be so large as to suggest 
severe diabetes with acidosis. Differential points 
are its onset during the pregnancy, its independence 
of carbohydrates in the diet, and the absence of 
polyuria and excessive thirst. He has known in- 
stances of these latter symptoms, polyuria, thirst, 
and pruritus occurring with unmistakable preg- 
nancy glycosuria. 

Knowledge that the urine was free from sugar 
before the pregnancy is a great help; also finding 
that the acidosis does not fluctuate with the intake 
of carbohydrates. A normal or subnormal pro- 
portion of sugar in the blood sustains the assump- 
tion of the benign form. If actual diabetes is 
suspected the diet must be very carefully regulated, 
as there seems to be a special liability to acidosis 
and coma in pregnant women. A. Goss. 


Burke, R. A.: The Association of Cholelithiasis 
and Pregnancy. J. Mich. St. M. Soc., 1914, xiii, 
599- By Surg., Gynec. & Obst. 

Burke reports 4 cases of gall-stones complicating 
pregnancy: 3 operated on during the pregnancy 
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with good recovery and 1 operated upon during 
the puerperium with death due chiefly to previous 
hemorrhage. 

The following conclusions are reached: 

1. Gall-stones are most frequent in women, the 
age ranging from 18 to 32 years. 

2. From the cases cited it is evident that child- 
bearing has a direct effect on gall-siones. 

3. In the above series of cases the onset of the 
attack was from the second to the fourth month. 

4. Chills, elevation of temperature, and jaundice 
of a severe type are frequent. 

5. In 3 cases the operation was performed with- 
out disturbing pregnancy, the mortality being 
nil; whereas the case that went the full term with 
attacks of colic, chills and fever, followed by jaun- 
dice, and the operation was performed after delivery, 
had very little chance of recovery. 

6. There is no more danger of an operation for 
gall-stones interrupting pregnancy than any other 
abdominal operation performed during gestation. 
The diagnosis of cholelithiasis during pregnancy and 
the puerperium will not be difficult if the possibility 
of the complication is borne in mind. Much reliance 
can be placed upon the jaundice, which is more 
prevalent in the pregnant woman than in the non- 
pregnant woman with gall-stones. _D. H. Boyp. 


LABOR AND ITS COMPLICATIONS 


Southwick, G. R.: The Relief of Pain in Normal 
Labor, and a Brief Consideration of Twilight 
Sleep. NV. Eng. M.Gaz., 1914, xlix, 527. 

By Surg., Gynec. & Obst. 

In an effort to relieve the pain of labor without 
detrimental loss of conciousness and voluntary 
effort, 1:400 solution of novocaine, with adralgin, 
and quinine, and urea hydrochloride were injected 
at the sides of the cervix uteri and in the perineum on 
either side near the pudic nerves, to block off the 
transmission of pain through these nerves. The 
results were good in the second stage of labor and 
there were no untoward results from either solution. 

Pain in the first stage of labor is relieved by the 
use of chloral hydrate, 20 grains in a starch enema, 
and five three-drop doses of tincture of gelsemium 
every half hour. Nitrous oxide and oxygen ad- 
ministered during the second stage by a competent 
anesthetist is commended. 

Narcophin, a derivative of opium, of slower action 
but longer duration than morphine, is said to dimin- 
ish pain of labor 50 per cent. 

Narcophin and scopolamine are the drugs used in 
“Twilight Sleep.” A single dose of narcophin is 
given followed in one hour by 1 to 150 gr. of scopo- 
lamine injected deep in the lumbar or gluteal muscles. 
The patient is kept in a quiet darkened room. 
Memory tests are repeated at hourly intervals and 
sufficient scopolamine given to keep the patient 
slightly amnesic. Labor may be slightly prolonged, 
but in the second stage forceps may be applied or 
pituitrin given if necessary. Many women have 
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safely given birth to healthy children without mem- 
ory of labor by the use of this method. 
D. H. Boyp. 


Malcolm, J. D.: Rupture of a Dermoid Cyst into 
the Cervix Uteri During Delivery. Clin. J., 
1914, xliii, 590. By Surg., Gynec. & Obst. 


Malcolm reports the case of a woman who, during 
her tenth puerperium, developed a mass in the pelvis 
accompanied by fever and discharge. A vaginal 
incision showed large amounts of pus. Two years 
later the discharge from the cervix became more 
intense, then matted hair came out, and digital 
examination revealed a cavity filled with hair and 
soft masses, communicating with the cervical canal. 
At the abdominal incision a cyst was seen originating 
from the left ovary. The entire tumor, with the 
uterus and the tube, was removed. Recovery 
followed. The age of the patient—44 years— 
justified the removal of the uterus. Scuwarz. 


Smith, A.: High Forceps and Cesarean Section. 
J.M. Ass. Ga., 1914, iv, 148. 
By Surg., Gynec. & Obst. 

Since the time of the Chamberlens, in 1725, 
obstetric forceps have been one of the greatest aids 
in effecting difficult deliveries, though they often 
leave much to be desired, and compare badly with 
cesarean section, where mechanical difficulties of 
delivery are great, as the following examples show. 

In the first case, that of a primipara, aged 19, 
the following conditions were present: vertex 
L.O.P., true conjugate 8.25 cm., labor in progress 
twelve hours, head not engaged, membranes 
ruptured, cervix almost completely dilated arti- 
ficially, temperature 99°, pulse 96, child large. 
Cesarean section was not done on account of poor 
surroundings and previous manipulations. Tar- 
nier’s forceps were applied under ether, but the 
head could neither be brought down nor rotated 
forward. The hand in the uterus showed the left 
shoulder against the promontory, which was dis- 
lodged and rotated with great difficulty and forceps 
applied in L.O.A. Delivery was accomplished 
four hours after the application of the forceps; the 
heart of the child was acting, but there was no 
respiratory effort. The perineum and sides of the 
vagina, which were lacerated, were sutured and the 
patient made a good recovery. 

The second case was that of a patient, aged 20, 
with a history of one miscarriage. Her true con- 
jugate was 8.50cm., the pubic arch high and narrow. 
Cesarean section had been suggested before labor, 
but was refused. The position of the head was very 
low before labor, L.O.P. position. Eighteen hours 
of active labor caused dilatation, but very little 
progress. Tarnier’s forceps were applied under 
ether, and the child was delivered after one and one- 
half hours’ hard work. The head was cut in 
several places, but otherwise the child was in good 
condition. The mother was lacerated to the 
sphincter and cut on each side to the pubic bones 
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by the forceps; the repair of the wounds was fol- 
lowed by marked shock and prolonged but complete 
convalescence. 

The third case was a primipara, aged 19, of 
chunky build, previous history negative, true con- 
jugate 8.34 cm. Examination showed albumin, 
indican, and oedema — antepartum — but the pa- 
tient would not diet. The catheter was introduced 
to start labor about term; pains and convulsions 
followed. When seen after the first convulsion the 
pulse was 104 and not strong, the cervix admitted 
two fingers, vertex R.O.P., head not engaged, 
membranes intact. Casarean section was suggested 
but not consented to. The cervix was dilated, but 
the head could not be engaged, even after rotation 
and vigorous traction. The maternal condition 
became alarming, necessitating rapid delivery by 
perforation and cleidotomy. The peritcneum was 
torn into the rectum; it wasrapidly sutured, followed 
by good reaction and recovery. 

The fourth case was the same patient as Case 3. 
This time she dieted well, but showed slight albu- 
minuria and headache a week before term. High 
cesarean section resulted in the delivery of a living 
child. For a few days the patient’s temperature 
was 99°, and she went home on the tenth day seem- 
ingly well. She soon had thrombophlebitis with a 
temperature of 103° and pulse 148. Her recovery 
was slow but permanent. 

The fourth case was a primipara, aged 24, of 
slender build with small genitals; the true conjugate 
was 8.50 cm.; the arch was narrow. A physiological 
test recommended by the consultant showed no 
engagement after 18 hours’ hard labor. High 
cesarean section resulted in the delivery of a living 
child. Aside from a rapid pulse the mother seemed 
in good condition. After arousing from the ether 
she had severe pains in the epigastrium with pulse 
of 156, and her face had a pinched appearance. 
The abdomen when reopened in two hours showed 
bloody saline solution, which was removed. Noth- 
ing was found to account for the pains which were 
still present; however, they disappeared rapidly, 
and the patient made a good recovery. 

It will be noted that all these patients had true 
conjugates over 8 cm., and that in the three forceps 
cases only one child lived and all the mothers were 
badly lacerated, while in the two cesarean cases 
both children lived and the mothers were no worse 
for the operation. 

Though too few for conclusions, in themselves, 
these cases are fairly typical and emphasize the 
importance of examining all cases not proven by labor 
to have ample room for delivery, and selecting in 
good time the method which will give both patients 
the best results. They also show the advantage of 

cesarean section over forceps delivery in other 
cases where prompt delivery is necessary when 
the cervix is not dilated or readily dilatable. 

The cause of pain and shock in Case 4 is unac- 
countable, unless it was due to the saline being 
stronger than usual. 
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PUERPERIUM AND ITS COMPLICATIONS 


Fromme, F.: Ligation of the Vena Cava in Puer- 
peral Pyzemia (Uber die Unterbindung der Vena 
Cava bei puerperaler Pyimie). Zischr. f.Geburtsh. u. 
Gynék., 1914, Ixxvi, 388. By Surg., Gynec. & Obst. 

Fromme describes a case of puerperal pyemia 

with slowly developing thrombosis of the right 
common iliac in which he ligated the vena cava. 
The chills stopped, but began again ten days after 
the operation, and fifteen days later the patient 
died. The author believes that ligation of the vena 
cava is indicated in cases of puerperal pyzmia; it 
renders operative intervention possible in very 
advanced cases of thrombosis of the pelvic veins. 
It can be done without any danger of serious 
circulatory disturbances. In the author’s case 
there was no congestion in the left leg and the chills 
were stopped. On autopsy the vena cava above the 
ligation was normal. His mistake was that he did 
not also ligate the normal common iliac a short 
distance before its opening into the vena cava. 
This would have shut off the blood in the sound limb 
from contact with infected thrombi, and the infected 
region would have been completely cut off from the 
normal circulation. He advises that the vena cava 
be ligated high up just below the opening of the 
renal veins. This excludes the possibility of com- 
municating vessels between the cava and the in- 
fected vein. The operation is not technically 
difficult. A. Goss. 


MISCELLANEOUS 


Adachi, S.: Diagnosis of Pregnancy by Means of 
the Antitrypsin Method (Beitrige zur Schwan- 
gerschaftsdiagnose mittels des Antitrypsinver- 
fahrens). Ztschr. f. Geburtsh. u. Gyndk., 1914, lxxvi, 
516. By Surg., Gynec. & Obst. 

It has long been known that antitrypsin is con- 
tained in the blood serum of men and animals, and 
that it varies under different normal and patholog- 
ical conditions. It is practically always increased 
in pregnancy and so attempts have been made to 
utilize the reaction in the early diagnosis of preg- 
nancy. The Fuld-Gross casein method is the best 
means of determining the antitrypsin content and 

this is described in detail. Tables are given of a 

series of cases examined by the method, including 

pregnant and non-pregnant women, new-born 
infants, cases of eclampsia and various diseases. 

Adachi has found the method reliable as a diagno- 
sis of pregnancy if certain other conditions can be 
excluded in which the antitrypsin content is also 
increased, such as carcinoma, Basedow’s disease, 
nephritis, fever, and some gynecological diseases, 
including myoma, salpingo-odphoritis, parametri- 
tis, etc. Among 30 clinically positive cases of 
pregnancy the reaction was positive in 29, or 97 per 
cent. There is a still further increase in the anti- 
trypsin titer in the second half of pregnancy. Ex- 
amination of the blood from the cord of new-born 
infants showed no increase, thus demonstrating 
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that the antitrypsin from the maternal serum does 
not pass through the placenta into the foetal blood. 
The antitrypsin content in the cases of eclampsia 
was variable. A. Goss. 


Kolmer, J. A.: Sero-Enzymes in Pregnancy and 
Disease. Penn. M.J., 1914, xviii, 18. 
By Surg., Gynec. & Obst. 


Chiefly through Abderhalden’s researches it has 
been established that the introduction of foreign 
cells or their products into the circulation results in 
the production of a protective ferment capable of 
reducing these foreign bodies into simpler products. 

Such ferments have been recognized in pregnancy, 
in cancer, in syphilis, in tuberculosis, and in de- 
mentia precox. Abderhalden’s methods, the dia- 
lyzation and the optical methods, are briefly des- 
cribed. 

The practical value of Aberhalden’s pregnancy 
test is set forth in the following conclusions: 

1. It is too soon to express a definite opinion of 
the specificity and diagnostic value of this reaction. 
Most reports have been based upon the dialyzation 
method. According to Abderhalden, Veit, Frank 
and Hermann, Franz and Jarisch, Petri, Judd, 
Schwarz, and others, the ferment is highly specific 
and the test is of value in the diagnosis of pregnancy. 

2. The reaction appears in the middle of the 
second month, and disappears in from ten to fifteen 
days after pregnancy has been interrupted, regard- 
less of whether the foetus is born before, at, or 
after, the normal period of gestation. Nursing 
has no effect upon the reaction. 

3. The reaction has been recommended in making 
an early diagnosis of pregnancy, when the symptoms 
and physical signs are indefinite; also in making a 
differential diagnosis between pregnancy and 
tumors of the pelvis. 

4. The reaction is liable to be positive in hyda- 
tidiform disease and in chorio-epithelioma. 

5. In acute febrile and cachectic diseases the 
serum may contain relatively large amounts of 
dialyzable compounds; positive reactions occur in 
tuberculosis of the female generative organs. 

6. All investigators in this field are in general 
accord regarding the constant presence of the re- 
action in the serums of pregnancy, but there is a 
growing tendency to regard the ferment as non- 
specific and capable of splitting the coagulated 
proteid of other organs, and, indeed, of organs from 
lower animals. The author regards a negative 
reaction of more value in excluding pregnancy than 
a positive reaction in establishing the diagnosis of 
this condition. D. H. Boyp. 


Falls, F. H.: A Study of the Ferment Activity of 
the Blood-Serum During Pregnancy and 
Under Normal and Pathological Conditions. 
J. Am. M. Ass., 1914, \xiii, 1172. 

By Surg., Gynec. & Obst. 


In a brief review of the literature the author shows 
that about as many men both in this country and 
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abroad are opposed to Abderhalden’s claims for 
the specificity of the ferments in the blood of preg- 
nant women as support his contentions. He feels 
that much of the confusion that has arisen regarding 
the value of the test has been caused by the nu- 
merous modifications in the technique. These mod- 
ifications render the results unfit for comparison 
either with the work of Abderhalden and his school 
or with each other. Only by rigidly adhering to 
a uniform and standard technique can a sufficient 
amount of data be accumulated by various workers 
so that judgment can be rendered as to the value of 
the test as an addition to our diagnostic armamenta- 
rium. A brief description is given of the technique 
used by the author, and a report made of 145 cases. 

Twenty-nine pregnancy cases were examined, 
12 puerperal cases, and 17 normal cases, leaving 
87 cases of various pathologic conditions. 

The latter were cases of lobar pneumonia, typhoid 
fever, acute rheumatic fever, pulmonary tuber- 
culosis, nephritis, carcinoma, meningitis, diabetes, 
fibroids, pernicious anemia, splenomyelogenous 
leukemia, malaria, syphilis, hypopituitarism, head 
tetanus, dementia precox, and alcoholic neuritis. 

The reaction was practically always present in the 
pregnant cases, and was also positive in 25 per cent 
of apparently normal cases; of these, however, one 
had had a light meal one hour before the test and 
so did not fill Abderhalden’s requirements; another 
had chronic constipation so could not be classed as 
normal. Many of the pathological conditions gave 
reactions, comparatively few being negative. 

The conclusions are as follows: From these re- 
sults it would seem that there is a ferment present 
in the serum of pregnant and puerperal women 
in most cases, and it can be demonstrated by the 
Abderhalden dialysis method. Under the same 
conditions normal blood, sometimes, and blood from 
various pathological conditions, frequently, gave 
the same reactions. The strength of the reaction 
varied with the disease present in each case. 

A large number of pathologic conditions may 
give the reaction; and hence would have to be ruled 
out when the test was applied to a given individual 
for the diagnosis of pregnancy. 

Quantitative estimation of the strength of the 
reaction is of little value in differentiating pregnancy 
from other conditions that give a positive reaction. 

The author suggests that the positive reaction 
obtained in these various conditions may be due to 
the presence of some abnormal source of ferment 
in the body rather than, as Abderhalden holds, 
to specific ferments elaborated by the body as a 
whole for the breaking down of foreign protein as a 
protective measure. 


Bolaffio, M.: Anaphylaxis and Its Relation to 
Pregnancy (Anaphylaxieversuche in Beziehung 
zur Schwangerschaft). Zitschr. f. Geburtsh. u 
Gyndak., 1914, Ixxvi, 498. By Surg., Gynec. & Obst 

Bolaffio undertook a series of experiments to 
determine whether, as has frequently been claimed, 
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eclampsia is a manifestation of anaphylaxis caused 
by sensitizing the organism by the albumin of the 
foetus. He tested guinea pigs with extract of 
foetal organs, extract of placenta, and foetal serum 
but could not produce anaphylaxis with any of 
these substances. Neither did the amniotic fluid 
produce hypersensitiveness. He therefore rejects 
the theory that eclampsia is a condition of anaphy- 
laxis. Of course if by anaphylaxis is meant only 
a disease caused by the cleavage products of al- 
bumin, eclampsia may be such a disease; not one 
in which placenta is katabolized by specific ferments, 
but rather one in which the albumin of the blood, 
kidneys, liver, etc., is katabolized by placental 
ferments. There is no experimental evidence that 
it is a true anaphylaxis. A. Goss. 


Cole, H. N., and Ruh, H. O.: Pemphigoid of the 


New-Born (Pemphigus Neonatorum), with 
Report of an Epidemic. J. Am. M. Ass., 1914, 
Ixiii, 1159. By Surg., Gynec. & Obst. 


The authors report nine cases of pemphigus 
neonatorum occurring as an epidemic in a maternity 
hospital. Thestaphylococcus aureus was cultivated 
in pure culture in all cases in which unbroken vesicles 
could be found. In the first case a bacteremia 
developed resulting in death on the twelfth day. 
An autogenous vaccine was made from this case but 
too late to use it, but it was used successfully in 
other cases and seemed to give prompt results when 
other measures failed. The infections were ap- 
parently carried from one to another, and despite 
strict precautions and fumigation of separate rooms 
the epidemic became so extensive that it was neces- 
sary to close the institution for a thorough disinfec- 
tion after which no new cases developed. 

Because of its severe epidemic characteristics 
and high mortality, the authors believe the disease 
should be placed among the reportable cases. 
Because of the striking results obtained, the use of 
the autogenous vaccine is strongly recommended. 

Epwarp L. CorNELL. 


Fournier: Use of Extract of the Posterior Lobe of 
the Hypophysis in Placenta Previa; Delivery 
at Term and Post-Abortion Retention of the 
Placenta (De l’emploi de l’extrait du lobe postérieur. 
de ’hypophyse dans le placenta previa, la délivrance 
a terme et la retention placentaire post-abortive). 
Buil. Soc. d’obst. et de gynéc. de Par., 1914, iii, 370. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a report with detailed case 
histories of three cases that reacted excellently to 
pituitrin. In the first case the placenta was delivered 
spontaneously an hour after the injection of pitui- 
trin. In the second case, one-half hour after the in- 
jection immediate active contractions began, fol- 
lowed by the expulsion of the child. The third case 
was complicated by two fibroids of the uterus as 
large as oranges which interfered with the discharge 
of the placenta. A quarter of an hour after the in- 
jection of hypophysin the placenta was discharged 
spontaneously. Dorn. 


OBSTETRICS 


Sachs, E.: Further Experience with Pituglandol 
in Obstetrics, with Special Reference to Intra- 
venous Injection (Weitere Erfahrungen mit 
Pituglandol in der Geburtshilfe, mit besonder 
Beriicksichtigung der Verwendung der intravenéser 
Injektion). Monatschr. f. Geburtsh. u. Gyndak., 
1914, xl, 544. By Surg., Gynec. & Obst. 


Sachs bases his conclusions in regard to pitu- 
glandol on 289 cases treated from 1912 to 1914. 
Case histories of 40 are given to illustrate special 
points in the discussion. He finds that it is in- 
dicated in cases where the contractions are defective, 
and even in cases where the pains are normal if it 
is necessary to hasten delivery, as after reposition 
of the cord or small parts, or in placenta previa 
and after premature rupture of the membranes. 
In fever also it is advisable to hasten delivery, and 
pituglandol is therefore indicated. It is indicated 
in contracted pelvis of moderate degree in which 
spontaneous delivery is possible; also in threatened 
asphyxia in the third stage, and after delivery of 
the placenta to contract the uterus and prevent 
hemorrhage. It is contra-indicated in cases of 
high blood-pressure and in rigidity of the soft parts, 
chiefly in primipare, and when the child is not in 
good condition. He finds that it may be given from 
one to twenty times without injury. It is promptly 


excreted and there is no cumulative effect. 
Subcutaneous administration is easier and suffices 
in many cases, but where it is desirable to get rapid 
action intravenous injection is much to be preferred. 
For instance, in moderately contracted pelvis 
with the child in good condition, the quicker de- 


livery may be of great value to the child. It is 


also preferable in cases of atony near the end of the 
second stage; for then the effect of the pituglandol 
also extends over the third stage. If pituglandol 
is used at all in cases of threatened or already ex- 
istent asphyxia it should be given intravenously so 
as to deliver as quickly as possible. If injected 
slowly—o.5 too.75 minutes for each cubic centimeter 
—it never does any harm and produces results that 
cannot be obtained in any other way, even by sub- 
cutaneous administration of the same preparation. 
He thinks pituglandol should be given intravenous- 
ly more commonly than it has been heretofore. 
A. Goss. 


Queisner: Simplification of Obstetrical Instru- 
mentation (Zur Vereinfachung des _ geburts- 
hilflichen Instrumentariums). Monatschr. f. Ge- 
burtsh u. Gyndk., 1914, XXxix, 700. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In order to dispense with perforators and cranio- 
clasts, it is recommended that the scalp be fixed 
with bullet forceps and split throughout its extent 
with scissors; then both flaps should be drawn down 
with strong forceps and the skull opened along the 
sagittal suture with scissors. Both parietal bones 
are seized with forceps and drawn down, and then 
the brain usually empties out of itself. Sometimes 
it is necessary to place bullet forceps on the skull, 
and gradually moving them higher—as in vaginal 
myoma—extract the head. The advantages of the 
method are that the head is fixed more certainly 
and that the vagina is protected from injury by 
the flaps of scalp. The perforation of the after- 
coming head is similarly done. RUHEMANN. 


KIDNEY AND URETER 


Crowe, S. J., and Wislocki, G. B.: Experimental 
_ Observations on the Suprarenal Glands, with 
Especial Reference to the Function of Their 
Internal Portions. Bull. Johns Hopkins Hosp., 
1914, Xxv, 287. By Surg., Gynec. & Obst. 
The review of the literature which precedes the 
report of the authors’ painstaking and elaborate 
experimentation on dogs shows how little is posi- 
tively known of the physiological function of the 
suprarenal bodies. As a result of their experiences, 
they report as follows: 

1. The effect of total removal of both suprarenals 
is fatal in the dog, regardless of age or sex. No 
difference was noted in the ultimately fatal result 
whether the glands were removed at one time or 
whether there was a gradual depletion by successive 
operations at intervals of weeks or months. It 
seems evident that there are no other bodies which 
are able to take up the function of the adrenals, 
when the last remaining fragment of these glands 
is removed. It has been stated, however, that total 
extirpation is not fatal in pregnant animals, the 
function of the cortex being taken up by the cells 
of*the corpus luteum. ‘The authors have not as yet 
investigated this point. After an ‘‘almost total” 
removal of both adrenals, the animals often have 
general convulsive seizures, subnormal temperature, 
and other symptoms of acute adrenal insufficiency, 
gradually returning to normal. The symptoms fol- 
lowing total removal resemble in some respects 
those produced by total hypophysectomy—loss 
of weight, muscular weakness, and a striking and 
gradually increasing drowsiness. In several of the 
animals experimented upon, there were convulsive 
seizures preceding death. 

2. The effect of the removal of the right or left 
adrenal alone was that after the removal of one 
adrenal, a transient glycosuria appeared within a 
few minutes and lasted from four to twenty-four 
hours. No acute manifestations of adrenal in- 
sufficiency followed the removal of either the right 
or left adrenal alone; the remaining gland developed 
marked hypertrophy, and in a week or ten days was 
double its original size. 

3. In regard to the relative importance of the 
cortex and the medulla of the adrenals, the ex- 
periments of the authors seem to bear out the con- 
tention of Biedl that it is the cortex which is the 
essential portion of the gland. 

4. The authors conclude from their studies of 
the relation of the adrenals to carbohydrate metab- 
olism that (1) a transient glycosuria follows any 
operative manipulation of the adrenals; (2) this 
glycosuria is probably not a result of direct stimula- 
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tion mechanically of the sympathetic nerves in the 
neighborhood of the glands, nor is it due to an in- 
creased output of adrenalin from the medullary 
portion of the adrenal; (3) there is little or no per- 
manent disturbance of carbohydrate metabolism in 
animals with adrenal insufficiency. 

5. Transplantation of the adrenals was under- 
taken that it might be possible to determine (1) 
whether a fragment of cortex alone will “take”’ if 
transplanted into the kidneys or into the abdominal 
wall; (2) whether such a graft will suffice to keep the 
animal alive after a total extirpation of both adre- 
nals. It was found that following transplantation, 
normal-looking viable ce'ls of the cortex were found 
microscopically in several instances. The majority 
of grafts, however, undergo degenerative changes, 
being eventually replaced by scar tissue. Even 
when large fragments are transplanted the cortical 
cells may survive, but the chromaffin elements 
entirely disappear. As regards the second point, 
in one animal experimented upon, adrenal insuf- 
ficiency and death supervened 24 hours after the 
removal of the last third of the remaining gland, the 
engrafted portion being found, after the death of 
the animal, to be inclosed in scar tissue but well 
vascularized. Only isolated groups of adrenal 
cells were seen microscopically, all containing lipoid 
and being of the cortical rather than of the medullary 
type. The explanation is that the engrafted por- 
tion had been deprived of its nerve supply. 

6. In regard to the possible relation between the 
suprarenal bodies, the thymus, and the lymphatic 
system, an interesting combination of status thymi- 
colymphaticus in association with other changes 
is seen in Addison’s disease. Changes in the thymus 
(atrophic) with enlargement of the mesenteric, 
retroperitoneal, and mediastinal glands were noted 
in one case of removal of the adrenals. Enlarge- 
ment of the lymph-glands occurred regularly in 
several cases: The findings in the thymus were not 
so regular, but not infrequently there was hyper- 
plasia of this organ. Suggestive enlargement of the 
spleen and of the tonsils were found in one case of an 
animal with adrenal insufficiency of four and one- 
half months’ duration. 

Further investigation is being made by the authors 
to confirm their findings. A. NELKEN. 


Lockwood, C. B.: The Surgical Treatment of 
Nephroptosis by Occlusion of the Perinephric 
Fascial Sac. Brit. M.J., 1914, ii, 565. 

By Surg., Gynec. & Obst. 


Lockwood considers occlusion of the loose and too 
capacious perinephric sac as the most important 
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factor in preventing recurrence of nephroptosis. 
His operative technique is as follows: Oblique 
incision about one inch below the twelfth rib from 
the outer border of the erector spine 4 to 5 inches 
forward. The muscles are split in the direction of 
their fibers, no nerves being divided. After opening 
the fascia transversalis, the finding of the kidney 
is facilitated by rolling the patient over until the 
wound faces the table. After the perinephric 
fascia is separated from the colon and peritoneum, 
it is taken between the finger and thumb at the lower 
end of the kidney, which is squeezed upward within 
its sac until its lower pole is level with the twelfth 
rib. The fascia is then clamped off at its lower end, 
and 2 or 3 ligatures of No. 2 or 3 silk are passed 
around it. The ends of these ligatures are left 
long and used to fix the perinephric fascia to the 
abdominal wall. Unless it is necessary to explore 
the kidney for deposits, the sac of the perinephric 
fascia should not be opened. The operation is 
completed by bringing the abdominal muscles 
together with chromic gut sutures and suturing the 
skin with silkworm gut. 

The operation can easily be performed in half 
an hour; it contrasts favorably as regards shock, 
pain, vomiting, etc., with the usual operations for 
nephrofixation. After the operation the patient 
remains three weeks in bed, three weeks on the 
couch, and six weeks at gentle exercise. 

In conclusion, the author cites a number of cases 
of nephroptosis with complications—calculus, hy- 
dronephrosis through kinking of the ureter, etc.— 
in which permanent cures were obtained through the 
above-described operation, M. KroroszyNER. 


Barrington, F. J. F.: Case of Suppurative Coli- 
nephritis. Brit. J. Surg., 1914, ii, 260. 
By Surg., Gynec. & Obst. 


The patient was a female, aged 29, who four years 
previously while being treated for a chest condition 
developed a pain in the right renal region with 
frequency of urination and pyuria. She recovered 
from these symptoms in about two weeks, but a 
second attack suddenly began about ten days prior 
to examination, followed in three days with a 
pain in the right loin and chills and fever. There 
was a great amount of pus in the urine. Bacillus 
coli were found in the cultures, but there was no 
blood; the temperature was 105°; pulse 112; the 
right side of the abdomen was rigid and tender; the 
right kidney was very large and easily palpable. 
Cystoscopy showed a much inflamed bladder; there 
were no spurts of urine from the right side; the left 
kidney was normal. 

At operation the right kidney was exposed. 
There was no cedema of the surrounding fat; the 
kidney was easily delivered and was about one and 
one-half normal size. The surface was purple and 
through the capsule many yellow dots could be 
seen. Nephrectomy was done and cultures from 
subcapsular abscesses showed pure bacillus coli 
infection. The patient continued to have a fever 
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for about twelve days, when it disappeared and did 
not recur. 

The wound healed completely in three weeks; 
the urine still showed bacillus coli on culture. The 
kidney when split showed many yellowish streaks 
surrounded by a dark-red somewhat raised zone, 
which extended from the papille to the surface, 
where they formed the yellowish dots. These 
areas were wedge-shaped with their bases at the 
cortex; the tissue between was normal. Stained 
sections showed a large part of the renal tissue to be 
normal. In the areas adjacent te the yellow streaks 
were dilated vessels, and the tubules were filled with 
coagulum containing a few pus-cells, chiefly poly- 
nuclears. There was some extravasation in the 
interstitial tissue. Sections from the streak showed 
the interstitial tissue densely infiltrated with round 
cells, and in the tubular casts were more cells. 
Sections from the middle of the streak showed the 
interstitial tissue replaced by cells with a few areas 
of necrosis. The glomeruli were little affected. 
In the coagulum in the glomerular spaces were a 
few cells with no desquamation of the glomeruli or 
tubular epithelium. A few areas showed groups of 
bacillus coli. The ureters and calyces were nor- 
mal. The author calls particular attention (1) 
to the definite history of a previous attack less 
severe in degree than the present one, (2) present 
onset with acute attack of bladder trouble, and (3) 
the absence of oedema of the perirenal fat. 

G. J. Tuomas. 


Widal: The Means of Testing the Renal Function. 
Med. Press & Circ., 1914, cxlix, 375. 
By Surg., Gynec. & Obst. 


The author briefly outlines the methods employed 
by him in determining the state of the kidney func- 
tion, which depends upon three factors: blood- 
pressure, the degree of nitrogen retention, and the 
degree of chloride retention. The blood-pressure 
records indicate the part the vascular system is 
playing in the course of the nephritis. 

Azotemia is studied by a direct estimation of the 
urea in the blood. Widal uses the modified method 
of Yvon—sodium hypobromite. When the urea is 
below o.5 gram to the liter there is no nitrogenous 
retention; when between this and 1 gram the prog- 
nosis is not immediately fatal; but when it is be- 
tween 1 and 2 grams it is rare for the subject to 
survive for more than a year. The course is still 
more rapid when the ratio is between 2 and 3 grams; 
it is then a question merely of months, perhaps 
weeks. Figures above 3 grams are met with only 
in the ultimate stages of the disease, and when met 
with indicate a fatal termination in the immediate 
future. 

Chlorurzmia is usually indicated by the presence 
or absence of oedema. However, when cedema is 
absent, there may be chloride disturbance and this 
may be ascertained by one of two tests, the alimen- 
tary salt test and daily weighing. The former 
consists in the determination of chloride equilibrium 
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by daily salt intake and salt output determinations 
and is valueless unless carried out for several days. 
The latter is a very simple method when the chloride 
content of the diet is known and consists in getting 
the weight of the patient daily at a regular time, 
usually in the morning before breakfast, after 
emptying of the bladder and bowels; a gain in weight 
of one pound indicates the retention of 5 to 6 grams 
of salt. FRANK HtnMan. 


Walther, H. W. E.: A Simplified Apparatus for Per- 
forming Pyelography. Am. J. Surg., 1914, 
XXviii, 398. By Surg., Gynec. & Obst. 

The author attempts to point out the best and 
safest method for doing pyelography. He lays 
great stress upon the gravity method of employing 
collargol and solutions of similar opaque substances, 
and believes that this method should be the one of 
preference. He condemns the syringe method of 
making pyelograms as being extremely dangerous 
and unsurgical. 

He believes that the apparatus he has devised is 
an improvement over similar forms of apparatus 
heretofore recommended for doing pyelography by 
the gravity method. His apparatus consists of a 
metal frame shaped in the form of an inverted T, 
the arms of the lower part of the frame being fitted 
with U-shaped clamps which are made to hold two 
5o-ccm. burettes. The burettes he uses are im- 
provisations, being originally the barrels of two 
5o-ccm. Triumph syringes. These cylinders are 
marked in gradations of cubic centimeters from 1 to 
50, so that the actual capacity of the kidney pelvis 
and ureter can be ascertained. Attached to the 
lower end of each burette is a piece of rubber tubing 
of small caliber, 3 feet long, and to the distal end of 
the tubing is attached the small metal, funnel- 
shaped ureter catheter tips with stop-cock combined. 
These tips are of such size as to fit any ureteral 
catheter and the corrugations or threads which 
encircle these tips possess the added advantage 
of grasping the catheter firmly when the two are 
connected. 

The advantages of this form of gravity apparatus 
are: 

1. The ease with which it can be manipulated. 

2. The convenience of its supporting frame, which 
can be hung on the wall beside the operator or can 
be held in one hand by an assistant. 

3. The facility with which it can be taken apart 
for cleansing or sterilizing. 

4. Its compactness and its portability. 

5. The moderate cost of such an outfit. 


Krotoszyner, M.: Untoward Results of Pyelog- 
raphy. Surg., Gynec. & Obst., 1914, xix, 522. 

By Surg., Gynec. & Obst. 

Not all problems of renal pathology can be solved 
by the clinical picture, cystoscopy, examination of 
separate urines, and renal function analyses, 
especially those cases not characterized by an ap- 
preciable deterioration of renal function. These 
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require a demonstration of their anatomical ab- 
normality. This is furnished by pyelography. It 
has been extensively used. Some clinicians con- 
sider it dangerous; the majority of observers dis- 
agree with this. That it may be accompanied by 
some untoward symptoms is shown by a citation of 
cases. 

A male, 36 years old, had had a right-sided ab- 
dominal pain for several years, and his urine con- 
tained pus and blood. The function of the right 
kidney deteriorated. Operation three days after 
pyelography showed a number of necrotic and 
hemorrhagic areas colored with silver; there was 
also silver in the tubules. 

Similar lesions are reported by others, as well as 
two fatal cases, one occurring in the author’s own 
service. 

Milder symptoms observed had been pain, 
temperature, nausea, and vomiting. It is not 
advisable to use morphine before injecting, as pain 
is a valuable index of too much pressure. 

In a number of nephrectomies made by the author 
no trace of silver salts, injected a few days previous- 
ly, could be found. In many cases where operation 
is indicated by other findings, pyelography suggests 
the choice of procedure. It aids in detecting ure- 
teral abnormalities and the relations of kidney 
pelvis and ureter to surrounding organs. The 
technique must be further studied to detect just 
what is the factor responsible for the bad results. 
For the present it should be restricted to those 
comparatively rare cases in which the correct 
recognition of a renal lesion by a combination of all 
other exact methods of examination is impossible. 


Buerger, L.: Concerning Renal Lesions after 
Pyelography. Surg., Gynec. & Obst., 1914, xix, 
536. By Surg., Gynec. & Obst. 

Buerger pointed out in 1911 that collargol when 
injected into the pelvis of the kidney for purposes 
of pyelography may penetrate far into the parenchy- 
ma. He now reports his case in full, together with 
an additional one in which 4o per cent argyrol 
caused necrosis of the renal parenchyma. In the 
first case, 12 ccm. of a ro per cent solution of col- 
largol were carefully injected to determine the nature 
and extent of a stenotic ureteral lesion following 
ureterotomy for calculus. Although no untoward 
symptoms referable to the injection were noted, the 
extirpated kidney presented wedgelike areas of 
collargol infiltration extending to the surface of the 
organ. In some of these, purulent foci and necrosis 
were found. 

In a second case of hydronephrosis demonstrated 
in the pyelogram by the injection of 20 ccm. of 
40 per cent argyrol, quite a severe local and general 
reaction supervened, and marked evidence of 
extensive necrosis of the parenchyma with infiltra- 
tion with argyrol was demonstrated in microscopic 
sections. 

The histological examination of the material 
from both cases showed that the silver salts may 
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ascend the tubules, and cause coagulation necrosis, 
hemorrhage, and probably secondary purulent 
infection. 

Although the invasion of the renal parenchyma by 
the silver salts was apparently not dangerous to life 
in either case, and although the appearance of the 
kidney in the first case and the clinical course in the 
second speak for the probability of recovery from 
the necrotic lesion, nevertheless the circumstance is 
sufficiently grave to warrant careful analysis in 
order to avoid, if possible, the occurrence in the 
future. It seems unlikely that the infiltration is 
directly due to the technique, but that the ascent 
of the salts is favored by other factors. The most 
important of these are obstructions to the outflow 
and secondary colic, which is often accompanied by 
contractions of the renal pelvis and reflex into the 
parenchyma. The reason for the necrosis must be 
sought in the action of the salts in a congested organ 
in which hemorrhage may have been induced by 
infection. Purulent foci may be the result of 
infection carried upward by the ascending fluid. 


Basham, D. W.: Report of a Case of Post-Operative 
Anuria Occurring on the Twelfth Day Follow- 
ing Nephrectomy for Hypernephroma. /7r. 
West. Surg. Ass., Denver, 1914, Dec. 

By Surg., Gynec. & Obst. 


That anuria may follow certain surgical operations 
is a well-known fact. The gravity of the operation 
appears to be of less importance as a determining 
factor in the causation of suppression of the urine 
than the structures concerned in the operation; for 
example, complete suppression of the urine has so 
often followed the use of the catheter for the relief 
of a greatly distended bladder that surgeons of 
former times were wont to caution their pupils 
against the practice of completely evacuating the 
bladder at the first sitting. 

Unskillful and maladroit instrumentation is more 
likely to be followed by suppression of the urine 
than when the manipulations are carried out with 
true surgical skill. Even in some of the cases of 
major operations where convalescence has been in- 
terrupted by the occurrence of anuria it has some- 
times been thought that the way in which the tissues 
were manipulated during the course of the operation 
may have been partly responsible for the unfortunate 
complication; for example, when nephrectomy or 
some other operation upon the kidney has been 
followed by complete cessation of the renal function- 
ment the occurrence has been attributed to trauma- 
tism of the healthy organ by the roll or sandbag 
used on the operating table impinging the kidney 
against the vertebral column. This looks like an 
improbable accident but there may be some in- 
stances where it occurs. 

Any operation followed by shock may cause 
oliguria or even anuria. The operations, however, 
which are oftenest complicated by post-operative 
urinary suppression are operations upon the uro- 
genital system. The ligature method for the cure of 
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hemorrhoids and the operation of appendectomy 
are among the procedures which have sometimes 
given rise to anuria. In some instances an un- 
recognized acute nephritis may have played an 
important réle in the case. When anuria is due to 
surgical shock it usually follows the operation 
immediately; in fact, a marked oliguria is not an 
infrequent sequel during the first twenty or forty- 
eight hours after a major pelvic operation. 

The frequency of this post-operative phenomenon 
has been remarkably diminished since the practice 
of hypodermo- and proctoclysis with normal 
salines has become almost universal. 

The case of post-operative anuria cited by the 
author is, in his opinion, fraught with much more 
than ordinary interest. The cessation of the uri- 
nary function did not take place immediately after 
the operation but was delayed almost a fortnight 
and continued unmitigated for an equal period of 
time. 

The patient, aged 28 years, came under the 
author’s observation July 25, 1913. She is married, 
and is the mother of two children. Both her 
parents are living and in good health. Both 
maternal grandparents are still living and in good 
health. The grandfather is 87 and the grand- 
mother is 80 years old. No very definite informa- 
tion could be elicited concerning the grandparents 
on the paternal side save that they both died at a 
very advanced age. The patient has two brothers 
and two sisters all living and in good health. She 
menstruated first at the age of 12. Her periods 
were always regular and free from pain until about 
three months prior to examination, when she began 
to suffer greatly at each menstrual period. The 
earliest clinical manifestations which can be asso- 
ciated with the immediate history of her disease 
was a severe and persistent pain in the back which 
was first observed in September, 1912. For this 
she sought the advice of her family physician, 
who made a diagnosis of lumbago and treated the 
case without success. She continued to suffer and 
in April, 1913, developed an infection of the upper 
part of the left popliteal region terminating in an 
abscess which was treated by her regular medical 
attendant with success. A month later she began 
to suffer severely with pain situated in the region of 
the right kidney with tenderness in front and 
medianward. This attack continued for a week. 
About four weeks later there was a recurrence of the 
painful condition lasting nearly a month. Two 
weeks latter there was another recurrence, each 
succeeding attack having been more severe than 
the one preceding. 

When the patient came under the author’s 
observation the kidney could be palpated as a 
very sensitive mass in the right upper quadrant 
of the abdomen. The mass extended well toward 
the median line. There were almost no abnormal 
urinary findings; notwithstanding bimanual palpa- 
tion with the finger tips of the left hand in the 
right costovertebral angle of the twelfth rib and 
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those of the right hand over the anterior and inner 
aspect of the tumor mass demonstrated that 
the neoplasm was in all probability continuous 
with the kidney. The ankles and knees were 
swollen and painful, and in a lesser degree the 
wrist- and elbow-joints. There was a bright red 
maculoid eruption which faded away into brownish 
blotches covering the inferior extremities which 
resembled Henoch’s purpura. Neither the artic- 
ular nor the cutaneous manifestations are regarded 
as bearing any important relation to the renal 
neoplasm or the anuria that followed its removal, 
but they coexisted and therefore must be recognized. 

The patient had become emaciated and much 
reduced in strength. When admitted to the hospital 
the matinal temperature was 99.8°, vespral tem- 
perature 100°; pulse 90; leucocytes 8,000; the urine 
was alkaline and free from albumin, sugar, casts, 
pus, bile, bacteria, and blood; quantity near nor- 
mal. The X-ray failed to give any definite in- 
formation further than to show a large shadow of 
the kidney. Gall-bladder trouble was excluded be- 
cause of the absence of the usual syndrome accom- 
panying disease of the biliary passages. A neoplasm 
of the cecum or ascending colon was likewise ex- 
cluded because of too little disturbance in the in- 
testinal functions, absence of blood in the alvine 
dejectez, and signs of obstruction. Stone in the 
kidney was excluded on account of negative urinary 
findings and failure of X-ray pictures to disclose 
anything. 

Tuberculosis of the kidney was considered but 
excluded for lack of positive urinary findings, and 
it was thought that the elevation of temperature 
and perhaps the acceleration of the pulse were 
attributable to the articular manifestations. 

With the tentative diagnosis of renal neoplasm, 
the patient was prepared for operation by the 
administration of aperient agents, a dietary of 
liquids including plenty of water, cereals, and vege- 
tables, and baths to place the cutaneous system in a 
favorable condition. 

At operation, August 2, 1913, under ether-oxygen 
anesthesia an exploratory incision was made over 
the left kidney for the purpose of palpating and 
inspecting that organ. The left kidney being ap- 
parently normal the exploratory wound was closed. 
The patient was then placed in the position for 
right lumbar nephrectomy. The operation was 
accomplished with some difficulty on account of the 
density of the adhesions encountered. Fortunately 
the strongest adhesions were between the posterior 
surface of the kidney and lumbar structures, the 
tissues being fused so as to obliterate the different 
layers. The tumor had apparently propagated 
itself through the capsule and encroached upon the 
adjacent structures in the loin. It was necessary to 
remove considerable muscle and fascia in order to 
enhance the patient’s chances for prolonged or 
permanent immunity; for the same reason the 
pedicle was made as short as consistent with safety. 
The neoplasm was situated in the cortical portion 
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of the kidney. This may account for the absence 
of abnormal urinary findings. The specimen was 
sent to the laboratory of the hospital and was re- 
ported upon as a malignant hypernephroma. 

The patient came out of the operation in very good 
condition and her convalescence was satisfactory 
until the twelfth day. The urine was voided 
several times a day and the quantity was sufficient. 

Twelve days after the operation the patient had a 
molimina menstruale attended with considerable 
pain and only a scanty flow. The renal function- 
ment was suddenly suspended, no urine whatsoever 
being voided. The next day, after the administra- 
tion of café noir per rectum the nurse with the aid 
of the catheter was able to obtain almost half an 
ounce of dreggy fluid from the bladder. Later, 
the catheter was employed again and but a single 
drachm of dirty-looking fluid was brought away. 
One-sixth grain of pilocarpine hydrochlorate was 
caused to be administered hypodermatically. This 
was soon followed by an almost incredibly profuse 
diaphoresis. 

The wound being healed the patient was placed 
in a hot bath once a day as an additional means of 
stimulating cutaneous transpiration. After being 
placed in bed and given a dose of the pilocarpine salt 
hypodermatically prompt and profuse sudation 
always followed. The nourishment was limited to 
fluids. There were no marked uremic manifesta- 
tions exhibited at any time, notwithstanding the 
facial expression showed a certain amount of anxiety 
after the first three or four days. Hysterical 
phenomena were not observed at any time. On 
August 24 a few drachms of dark, muddy albu- 
minous urine were voided. On August 25, eleven 
days after the onset of the anuria, seventy- 
five ounces of urine were voided. The daily quan- 
tity of urine from this date on remained between 
forty and fifty ounces, and further convalescence 
was uninterrupted. Sixteen months after operation 
the patient is still feeling well. 


Bickersteth, R. A.: Kinked Ureter. 
Soc. Med., 1914, vii, Surg. Sect., 259. 
By Surg , Gynec. & Obst. 

The author has collected a considerable number of 
cases of hydronephrotic and pyonephrotic kidneys. 
By making them water tight and distending them 
it was possible to see where the obstruction had been. 

In order to determine if possible the origin of 
distended pelves the first class of cases considered 
are hydronephrotic, due to kinked ureter. These 
the author divides into three classes: 

1. Those with enormously dilated, soft, thin- 
walled pelves. 

2. Cases in which the body of the kidney is 
canoe-shaped. 

3. Cases in which the ureter starts at the lowest 
part of the pelvis and runs upward for some distance, 
thus acting as a siphon. 

In a good many cases the ureter is kinked over an 
abnormal renal artery. This is very difficult to 
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demonstrate on a cadaver or on the operated speci- 
men. 

The author recommends pyelography as of ad- 
vantage in these cases from a diagnostic stand- 
point. In conclusion he calls attention to a very 
striking difference which appears to exist between 
these cases of hydronephrosis from kinked ureter 
and the large pyonephrotic tumors dependent 
upon renal calculi. In the former cases, as just 
described, the great bulk of these enormous tumors 
is in the main made up by dilatation of the original 
renal pelvis, the kidney itself participating in the 
enlargement only to a lesser degree. 

In nearly all the larger pyonephrotic tumors 
depending upon renal calculi, the renal pelvis 
as such has practically ceased to exist: these kidneys 
have a contracted and cicatricial pelvis formed of 
dense fibrous tissue everywhere closely surrounding 
the stone and apparently contracting uponit. The 
great bulk of the tumor is made up of the enorm- 
ously dilated calices enclosed by the stretched and 
thinned-out renal cortex. A. C. STOKEs. 


Thomas, W. T.: Ureteral Calculi. 
Med., 1914, vii, Surg. Sect., 279. 
By Surg., Gynec. & Obst. 

Thomas reports twenty cases on which he oper- 
ated. He classifies the symptoms in the order of 
their frequency as follows: 

Dull pain in the groin, renal colic in 13 cases; 
hematuria and pyuria in 4 cases; hematuria alone 
in 6 cases; pyuria in 5 cases; and 3 cases had neither 
hematuria nor pyuria. In one case the symptoms 
directed him to the wrong side. 

In the ureter and kidney with the exception of 
1.5 inches at the lower end of the ureter the X-ray 
evidence is sufficient for diagnosis. In the remain- 
ing portion of the kidney and ureter a cystoscope 
and ureteral catheter should locate the stone. 

In only two cases did the author find it necessary 
to pass a special ureteral bougie. 

In investigations in the London University to 
ascertain the chemical production of stone in the 
kidney not a single one was found to be composed 
of uric acid; they all consisted largely of calcium 
oxalates and phosphates with a small per cent of 
urates. 

The positions of the stones in the twenty cases 
alluded to are as follows: 8 cases were outside of the 
bladder wall; 1 in the bladder wall; 1 in the pro- 
lapsed ureter within the bladder; 3 two inches above 
the bladder; 1 at the lower level of the sacro-iliac 
joint; 1 in front of the sacro-iliac joint; 1 opposite 
the fourth lumbar transverse process; 1 blocked the 
commencement of the ureter; 2 had multiple stones, 
and 1 had a large portion of the ureter filled with 
calcareous sediment. 

The treatment is operative, except when the 
stone can be reached with the cystoscope. A 
skiagram should be made just before the operation. 
Thomas uses the muscle-splitting apparatus to get 
to the ureter in some parts. A. C. STOKES. 
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BLADDER, URETHRA, AND PENIS 


Graeupner: Vesical Calculus (Blasenstein). Monat- 
schr. f. Geburtsh. u. Gynik., 1914, Xxxix, 698. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


After a vaginal fixation a vesicovaginal fistula 
developed, which was sometimes closed in a valve- 
like way by a stone. Colpocystotomy was per- 
formed, the stone removed, the wound sutured, and 
a permanent catheter inserted. The very hard 
stone had a silk suture as a nucleus. The author 
warns against the use of silk sutures in vaginal 
operations. RUHEMANN. 


Fuller, E.: The Surgical Management of Pericys- 
titis. Med. Rec., 1914, Ixxxvi, 573. 
By Surg., Gynec. & Obst. 


Fuller emphasizes early seminal vesiculotomy 
in cases of pericystitis due to infected vesicles. 
Cases of cystitis secondary to seminal vesiculitis 
have cleared up remarkably well under operative 
treatment. 

The clinical symptoms of pericystitis vary a 
great deal. The diagnosis is based upon the rectal 
examination and cystoscopy. On palpation the 
vesicles are found enlarged and tender and may be 
bound down by adhesions. Cystoscopy shows a 
congested trigone, or it may even include the vertex 
creating a panvesical lesion. A greatly contracted 
bladder is not infrequently found; on the other hand, 
pericystitis may originate from within the bladder 
due to tuberculosis, trauma, neoplasms, etc. 

The author earnestly protests against the three 
favorite methods of treating pericystitis due to in- 
fected vesicles. Bladder irrigation with either 
stimulating or soothing irrigations, surgical bladder 
drainage, either perineal or suprapubic, and, as a 
last resort, prostatectomy, are all strongly con- 
demned. After these treatments the patient in- 
variably is left in a much poorer condition. 

Three case histories of pericystitis are presented, 
in which gonorrhoea was the exciting cause, followed 
by seminal vesiculitis. The examinations disclosed 
infected and adherent vesicles, contracted and in- 
flamed bladders; in the third case a renal lesion was 
found secondary to the pericystitis. In all three the 
seminal vesicles were drained with very gratifying 
results. The second and third patients had been 
referred for prostatectomy and nephrectomy, re- 
spectively. C. D. PickRELL. 


Robitshek, E. C.: Primary Tumors of the Bladder 
in Children; Report of a Case of Fibrous 
Polypus. St. Paul M.J., 1914, xvi, 580. 

By Surg., Gynec. & Obst. 
In connection with his report of a case of fibrous 
polypus of the bladder of a child, Robitshek reviews 
the literature and discusses the etiology, symptom- 
atology, diagnosis, and treatment. A lengthy 
bibliography accompanies the report. 
The case was that of a male child, aged four and 
one-half years, who complained of inability to 


198 


urinate. He had been perfectly well until six or 
eight months before, when the mother first noticed 
difficulty in urination, which was thought at first 
to be due to habit. There would be a sudden 
desire to urinate, later attended by straining, at 
times with increasing pain. 

Recently he had had sudden complete retention, 
which was relieved only by a catheter. This 
treatment was followed by spontaneous urination 
for a few days, when dysuria and straining gradually 
increased, followed by retention, catheterization, 
and relief again for a few days. At no time was 
blood discovered in the urine. While under ob- 
servation retention again occurred, which was re- 
lieved by a retention catheter for a few days. 

Examination showed a perfectly healthy child 
except for the urinary disturbance. Bimanual 
examination was negative. No stone cou!d be felt 
with the sound or could be discovered with X-rays. 
A child’s cystoscope was not available. 

Suprapubic cystotomy disclosed a pedunculated 
growth 2.5 x 1 cm. situated in front of the urethral 
opening. This was removed by actual cautery. 

The pathological diagnosis was telangiectatic 
fibrous polyp. H. A. Fow.er. 


Cooper, J. M.: Stricture of the Male Urethra. 
Southwest J. M. & S., 1914, xxii, 606. 
By Surg., Gynec. & Obst. 


Cooper speaks against too precipitate operative 
treatment of stricture and recommends assiduous 
and careful gradual dilatation. The advantages of 
preliminary meatotomy when indicated is urged, 
and the routine examination with olive-tip bougies 
advocated. He reports stricture as having caused 
symptoms variously interpreted as those of sciatica, 
lumbago, etc. J. S. E1ISENSTAEDT 


Wolbarst, A. L.: The Colliculus Seminalis Consid- 
ered as a Factor in Chronic Disease of the 
Male Urethra. Am. J. Surg., 1914, xviii, 360. 

By Surg., Gynec. & Obst. 

The author presents 3 interesting cases of recent 
date, all of which presented the single complaint — 
sterility due to azodspermia — without any history 
or evidence of gonorrhcea or of epididymitis. The 
patients were strong, young healthy married men, 
one of them stout, the others of normal weight. 

The sexual function was in no sense disturbed, and 

the prostate, seminal vesicles, and external organs 

were apparently normal. Examination of the fresh 
seminal secretion showed an utter absence of sper- 
matozoa. However, the examination of the poste- 
rior urethra showed the following striking conditions: 

In the first case the colliculus was highly con- 
gested, the anterior aspect deep red, like a fiery ball; 
from its upper surface emerged five bands of fibrous 
tissue, which extended backward along the floor of 
the prostatic fascia toward the vesical neck. At 

first sight these bands gave the impression of a 

trabeculated bladder, with the difference that there 

was no crossing of the bands, all of them radiating 
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outward like an opened fan. The ejaculatory ducts 
could not be discerned. 

In the second case there was very highly in- 
flamed colliculus, the base deep red, streaked with 
white and gray, and bleeding easily when touched 
with a probe or cotton carrier. From its anterior 
surface a cauliflower like polyp arose, behind which 
could be seen the outlines of a large cystic mass. 
No ejaculatory ducts could be found. 

In the third case there was a large deformed 
colliculus, utterly obscured by innumerable large 
and small cysts; total cystic degeneration; when 
punctured some of these bodies gave forth a creamy 
white cheesy substance, which dissolved readily in 
the irrigating fluid. The ejaculatory ducts were not 
visible. 

The treatment of colliculitis and the technique 
pertaining thereto is practically new and the meth- 
ods are still in an embryonic state. Enough has 
already been accomplished, however, to warrant 
the statement that with the aid of a suitable poste- 
rior urethroscope and sufficient experience on the 
part of the operator, striking results are obtained 
in the alleviation of chronic conditions that have 
heretofore been considered almost hopeless. 

H. A. Moore. 


Hawkins, J. A.: Present Status of the Verumon- 
tanum in Deep Urethral Diseases. N.Y. M.J., 
1914, C, 709. By Surg., Gynec. & Obst. 


Fourteen years ago the author treated his first 
patient for inflammation of the verumontanum, 
and he is convinced that the verumontanum is the 
seat of nearly all, if not all, the genito-urinary neu- 
roses. 

The use of the straight tube in the examination or 
treatment of the verumontanum is not to be com- 
pared with the curved tube of Leiter, into the fenes- 
trum of which the verumontanum “bobs like an 
erect clitoris.” It is well to remember that any 
number of pseudoverumontanums may bob up in 
the fenestrum as the tube is withdrawn if care is not 
taken, owing to the bulging mucosa on the floor. 
This can be rectified by changing the position of the 
tube slightly. 

The use of the solid stick of silver has, when used 
by the author, produced no better results than 
a 15 to 20 per cent solution of the nitrate, and on 
several occasions patients have suffered severely. 

In addition to the use of nitrate of silver solution 
of 15 to 20 or even 50 per cent, and the use of the 
punch recommended by Gardner the verumonta- 
num may be attacked through the Wappler cysto- 
scope with the high-frequency unipolar spark of 
Oudin. This, the author thinks, is the neatest and 
most artistic method of diminishing an enlarged 
succulent verumontanum and it is not followed by 
bleeding. 

As to the prognosis in these cases, the author 
states that if any good is to result, the inflammation 
should begin to subside after three or four treat- 
ments at ten-day intervals. When the inflamma- 
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tion once begins to abate, the cure is usually rapid, 
and if the patient has not recovered from the ure- 
thral trouble in three months little more can be done. 
The symptoms of hypochondriasis begin to dis- 
appear when, or even before, the urethral lesions 
show improvement. Tonics, baths, change of 
scene, and all methods to cheer up the patient and 
get his mind off himself and his illness will assist 
greatly. These are all chronic cases and require 
chronic treatment in which patience and tact play 
most important parts. H. A. Moore. 


Foster, G. S.: An Interesting Case of Hermaphro- 
ditism. N.Y. M.J., 1914, c, 560. 
By Surg., Gynec. & Obst. 


The author reports a case of hermaphroditism 
which presents some unique features. The patient, 
27 years of age, was next to the oldest of a family 
of ten children—none of the others being similarly 
formed. At seven she began having epileptic 
attacks, which recurred weekly up to the tenth year, 
when menstruation became established, following 
which the epileptic attacks became more frequent 
and severe. These attacks continued with some 
irregularity and were followed by weakness and pros- 
tration. 

Mental development had not progressed normal- 
ly since the patient’s seventh year. Her features, 
voice, skin, eyebrows, hair, shoulders, chest, arms, 
forearms, and hands were masculine. The mam- 
mary glands were not weli developed, the abdominal 
wall was muscular, the thighs were large, and the 
pelvis broad and flaring. The labia were of normal 
conformation and size. Where the clitoris is nor- 
mally located, was suspended a fully developed penis 
such as would be normal in a boy 8 or 10 years of 
age. The vagina would admit two fingers. The 
hymen was intact. 

Under ether the vagina was found to be shallow 
and infantile. There was no cervix uteri. The os 
was merely an aperture in the vault of the vagina 
which seemed to pierce an area of thickened tissue. 
On bimanual examination an oval mass was found 
to occupy the place of the uterus. The tubes and 
ovaries were not well palpated. Operation was 
decided upon for the possible influence on the 
economy. The clitoris, or penis, was resected and 
the base made flat by suturing, and following this a 
suprapubic panhysterectomy was done. A globular 
mass about the size of a peach was found in place of 
the uterus. The tubes were normal in size, length, 
and form. The left ovary, which was the size of a 
hen’s egg, bore multiple cysts. The right ovary 
was normal in size and consistence. Attached to it 
was a firm, pearly white mass the size of a walnut, 
which when incised revealed a structure resembling 
testicular tissue. Microscopic examination con- 
firmed the existence of a testicle well formed and 
complete. 

Recovery from operation was uneventful. The 
epileptic attacks continued but became less frequent 
and severe. 
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The author calls attention to the extraordinary 
condition in this case of the existence of a testicle in 
close proximity to the right ovary. H. G. Hamer. 


Hart, D. B.: On the Atypical Male and Female 
Sex-Ensemble—So-Called Hermaphroditism 
and Pseudohermaphroditism. Edinb. M. J., 
1914, Xill, 295. By Surg., Gynec. & Obst. 


The author defines the criterion of sex as the 
presence of the sex gland. Abnormal development 
of the opposite sex-duct elements cannot be re- 
garded as evidence of sex at all. They are only 
valuable in classifying the sex-ensemble as typical 
or atypical. 

In typical and atypical sex-ensemble cases the 
sex is either male or female. 

The author classifies typical female and male 
sexual characteristics as follows: 

1. The typical female sex-ensemble is made up of 
(a) the ovary; (b) the potent sex-duct tract— 
tubes, uterus, vagina, and external genitals; (c) 
the opposite sex-duct elements—epoéphoron, de- 
generated equivalent of the epididymis of the male; 
(d) the secondary and congruent sexual characters— 
hair distribution, pelvis, body form, vocal cords, 
ossification of thyroid cartilages (incomplete), and 
the psychosexual feeling for the male; mentality 
less strong than in male. 

The typical male sex-ensemble comprises: (a) 
descended testes; (b) vas deferens and phallus— 
the potent organs; (c) the opposite sex-duct ele- 
ments—hydatid testis and _ prostatic  utricle; 
(d) the secondary sexual characters—hair dis- 
tribution, pelvis, body form, vocal cords, ossification 
of thyroid cartilages (complete), and the psycho- 
sexual feeling for the female; mentality stronger than 
in female. 

The author then gives various classifications of 
hermaphroditism. We will submit only the classi- 
fication of Sir J. Y. Simpson: 


From excessive development 
of the clitoris, etc. 


In the female 
From prolapsus of the uterus. 


Spurious From extroversion of the 
‘rom adhesion of the penis 
In the male _ to the scrotum. 
E From hypospadic fissure of 
3 the urethra, etc. 
3 Testis on the right and ovary 
on the left side. 
& — Testis on the left and ovary 
E on the right side. 
= External sexual organs fe- 
eee male, internal male. 
ita External sexual organs male, 
True internal female. 


Ovaries and an_ imperfect 
uterus with male vesiculze 
inales and rud ts of 


vasa deferentia. 

Testicles, vasa deferentia and 
vesicule seminales_ wit! 
an imperfect female uterus 
and its appendages. 

Ovaries and testicles co- 

existing on one or both 
sides. 


Several cases are enumerated and the author 
gives some excellent examples of sex-ensemble in both 


Vertical or double 
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male and female, and discusses at length variations 
in sex-ensemble and the possibility of early diagnosis 
of the same. He says in atypical female sex-en- 
semble the diagnosis is difficult if not impossible 
in the infant. In the adult the presence of the 
prostate and of the hypospadias misleads and, in 
Febiger’s case, the real diagnosis was impossible. 

In atypical male sex-ensemble the diagnosis is 
easier, especially if the testes arein the demiscrotum. 

Homosexuality, he says, is illustrated in Febiger’s 
Case II, and also by Tuffier and Lapointe’s cases, 
its cause evidently being the opposite psycho- 
sexuality present. The case was, therefore, a 
victim of organization and not a depraved per- 
sonality, as may sometimes be the case. 

1. The atypical or pseudohermaphroditic sex- 
ensemble case is either male or female, and this 
is judged by the nature of the sex gland. 

2. The potent, non-potent, and secondary sexual 
characters are not in the maximum-minimum ratio 
with congruence of the secondary sexual characters. 

3. The non-potent in atypical sex-ensemble cases 
are thus increased and the congruence of the second- 
ary sexual characters is disturbed. 

4. It is to be specially noted that in the atypical 
female cases a prostate with lateral lobes only 
(Febiger’s Cases I and II), or with all the lobes 
(Febiger’s Case III, an infant of six weeks), may 
be present. 

5. In the atypical female cases the suprarenals 
are enlarged in all the accurately recorded cases 
(Febiger’s and Fraser and Dickson’s), but the bear- 
ing of this in such cases is not accurately known. 

6. In male atypical cases part of the lower 
urinogenital sinus may be present, and may thus 
simulate an imperfect vagina; sometimes a hymen 
is present, and in Martin’s case the external genitals 
and vaginal entrance resembled those of a female in 
every detail. 

7. Certain atypical male and female sex-en- 
semble cases may be “‘inverted’’ both in sexual 
feeling and in mentality. 

8. In atypical male sex-ensemble cases the testes 
may be pelvic in the groin or completely descended 
into the two halves of the scrotum (Tuffier and 
Lapointe, Neugebauer, and Martin). 

9. In certain atypical male cases the sexual in- 
stinct may be doubly exercised. A. C. STOKES. 
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Morris, R. T.: Heteroplastic Grafting of Testicle. 

By Surg., Gynec. & Obst, 

Prompted by the recent work of grafting of the 
testicle by Lydston, Morris reports a case of a man 
49 years of age, who, as the result of being thrown 
by a bucking horse upon the pommel of a Mexican 
saddle, had both testicles crushed and they had 
to be subsequently removed by operation. Shortly 
afterward, all characteristic masculine coenesthesia 
was lost and the patient, a large strong man, be- 
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came extremely nervous, with periods of great 
depression. Morris suggested the grafting of 
testicle, to which the patient consented. The 
necessary grafting material was obtained from a 
man 56 years old with a very large hernia who 
gave a negative von Pirquet and a negative Wasser- 
mann. 

A wedge of tissue was taken from the testicle of 
the donor and cut into four slices each averaging 3 
mm. in thickness and approximately the length of 
the testicle. One of these segments was engrafted 
into the right scrotum of Morris’ patient, another 
one was placed beneath the fascial sheath of the 
right rectus abdominis, and the third segment placed 
beneath the sheath of the left rectus abdominis. 
A Wier’s celluloid testicle was placed in the left 
scrotal sac. Within 48 hours from the time the 
grafting was done the patient was distinctly con- 
scious of the effect of the internal secretion which he 
was absorbing from the grafts. At that time oc- 
cured the first distention of the corpora cavernosa 
and corpus spongiosum that had occurred in ten 
years. ‘The patient subsequently gained 14 pounds, 
was no longer known to be melancholy and de- 
spondent, and sexual activity was restored. 

H. W. E. WALTHER. 


McArdle, J. S.: The Surgical Treatment of Hy- 
drocele. Practitioner, Lond., 1914, xciii, 470. 
By Surg., Gynec. & Obst. 


After studying the surgical procedures and out- 
come of the different varieties, McArdle established 
the fact that the open operation was the only re- 
liable method of dealing with the various types 
of hydrocele. He recites the histories and repro- 
duces some excellent pictures to demonstrate the 
different cases. 

He says the palliative treatment is practically a 
thing of the past, Volkman’s method as well as that 
of Juillard was followed by recurrences. Andrews’s 
so-called ‘‘ bottle operation” is simple and rapid, but 
unsuited in cases of long-standing trouble with 
thick-walled sacs; Jaboulay’s method of extroversion 
is a very slow procedure, while in Longuet’s method 
of eversion of the sac there is no gain either in time 
or in results. On the whole, he prefers the simple 
and effectual operation of resection (Bergmann). 

The author contends that resection is the proper 
treatment for all hydroceles derived from the fu- 
nicular process of the peritoneum, congenital, en- 
cysted of the cord, and the vaginal type. In the 
congenital form, ligation of the neck should precede 
the resection. 

When the cyst is in the rete testis, the tunica 
vaginalis is opened in front, the testicle turned on 
one side, and an incision made over the cyst at 
right angles to the long axis of the testicle; blunt 
dissection frees the entire cyst, or as much as is 
necessary for the success of the procedure. All 
hydroceles developed in the vasa efferentia or in 
Kobelt’s tubes are best treated by this method, 
while the pedunculated ones require ligation of the 
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pedicle with catgut, and removal with scissors. 
Complete excision can be accomplished, even when 
the hydroceles are multilocular. Lours Gross. 


Bazy, M.: Trophic or Disintoxicating Action of 
Prostatectomy (De l’action trophique ou désin- 
toxicante de prostatectomie). Bull. Acad. de méd., 
Par., 1914, Ixxi, 844. By Surg., Gynec. & Obst. 


It is a mistake to call an operation for hypertrophy 
of the prostate a prostatectomy. The so-called 
prostatic hypertrophy is caused by the presence of 
adenomata which deform and obstruct the prostatic 
urethra and the meatus of the bladder. The opera- 
tion consists in the removal of these adenomata and 
should be called prostatic adenomectomy. This 
is an important point, for an adenectomy leaves the 
glandular part of the prostate intact, and both its 
internal and external secretion is important. 

The late results of this operation are complex. 
It renders the free emptying of the bladder possible 
and thereby overcomes all toxic effects from infec- 
tion through the bladder, but this does not suffice 
to explain the improvement in general health which 
follows the operation. The author describes a 
case in point, in which constant drainage had been 
established and the bladder was disinfected every 
day, but still there was continuous albuminuria, 
oedema, and heart trouble which sometimes necessi- 
tated the use of digitalis. After a prostatic adeno- 
mectomy all these symptoms disappeared. It is 
difficult to explain this improvement, which was 
certainly not due to reéstablishing the free dis- 
charge of urine. It was probably due to scarcely 
In other cases constipa- 


perceptible bodily changes. 
tion has disappeared, intestinal secretion has been 
improved, and normal intestinal contractions re- 
established. 
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Bazy attributes his good results in a great measure 
to his after-treatment. At the close of the operation 
he tampons the cavity left after the removal of the 
adenomata around a large urethral sound; then he 
places in the bladder a large tube that comes out 
through the abdominal wound. The tampon is 
left in place 24 hours; then continuous irrigation is 
begun with warm salt solution. The solution is 
introduced drop by drop through the large bladder 
tube into the prostatic cavity and comes out 
through the urethral sound and is carried through a 
long rubber tube into a receptacle. After four days 
the tube is removed but the sound is left in place; 
the bladder is closed with a dressing drawn rather 
tightly. It is often possible to remove the sound 
after 12 days; sometimes it remains longer, but it is 
unusual for complete recovery to take longer than 
three weeks. A. Goss. 


MISCELLANEOUS 


Posner, C.: Cylinders and Cylindroids (Zylinder und 
Zylindroide). Ztschr. f. Urol., 1914, viii, 390. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


With dark field illumination it is possible to form 
a better judgment as to soft, transparent formations 
in the sediment. Along with the hyaline cylinders 
there are many irregular, very long, branched forma- 
tions, called cylindroids, which frequently coexist 
with true cylinders. They are of diagnostic value 
in the beginning, in convalescence from acute ne- 
phritis, and in the so-called pretuberculous al- 
buminuria. It must be taken into consideration 
that cylinder-like clots may come from the deeper 
parts of the urinary tract, but they can be recog- 
nized as such by their coexistence with elements 
from the prostate and seminal vesicles. Rusritius. 
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Smith, H.: Treatment of the Earlier Stages of 
Senile Cataract. Ophth. Rec., 1914, xxii, 497. 
By Surg., Gynec. & Obst. 


Smith believes that much can be done by treat- 
ment with cyanide of mercury injections in cases of 
immature cataract in certain stages. When there 
are definite reduction divisions in distant vision, 
an examination with the ophthalmoscope gives the 
impression that one is examining with a poor light, 
and yet there are no definite opacities of the lens; 
or when these are dust-like and arranged periph- 
erally, then he considers this treatment indicated. 
Subconjunctival injections of cyanide of mercury 
of 1 to 4,000 or 6,000 are given; 25 minims are given 
usually with the patient under the influence of 
morphine. Definite improvement results within a 
month, and the lenses are, as a rule, entirely clear 
by the end of the third month. When there are 
definite opacities present, Smith unhesitatingly 
advocates extraction within the capsule. 


Wood, H.: The Elliot Trephining Operation in the 
Surgical Treatment of Glaucoma. J. Tenn. 

St. M. Ass., 1914, vii, 240. 
By Surg., Gynec. & Obst. 


After a reference to von Graefe’s iridectomy in the 
operative treatment of glaucoma the newer opera- 
tions are discussed. The Lagrange operation 
marked an epoch in operations for glaucoma, in 
that Lagrange introduced the principle of sclerec- 
tomy or buttonholing the sclera by the removal of a 
piece of sclera at the corneoscleral junction. This 
opening in the sclera allows permanent subconjunc- 
tival drainage, and so reduces tension. 

The Elliot operation is described. In this, after 
turning down a conjunctival flap, a circular disc 
1 to 2 mm. in diameter is removed by a trephine 
from the corneoscleral junction opening by its deep 
end into the anterior chamber. A small peripheral 
iridectomy is done to prevent the iris plugging the 
trephine opening and the conjunctival flap is 
restored to its position and usually retained by one 
or two sutures. Permanent filtration follows from 
the anterior chamber through the trephine opening 
into the subconjunctival space. The greater ease 
and safety of the Elliot operation as compared with 
those of von Graefe and Lagrange are discussed. 
Trephining is advised in acute and chronic glaucoma. 


Moulton, H.: The Surgical Treatment of Glau- 
coma. J. Arkansas M. Soc., 1914, xi, 113. 
By Surg., Gynec. & Obst. 


_ In discussing von Graefe’s iridectomy and El- 
liot’s trephine operation, Moulton asserts that 


the former is usually successful in acute and many 
complicated cases, while for the chronic cases the 
latter is resorted to. 

The essentials of iridectomy are: (1) an incision 
through the sclera close to the cornea and (2) re- 
moval of a piece of iris at its periphery. Efficacy 
is supposed to result from opening a corresponding 
portion of the anterior chamber angle, which was 
closed by the base of the iris being pushed against 
the sclera and cornea, thus causing the aqueous 
to drain through the lymph-spaces at the anterior 
chamber angle. 

Elliot’s operation differs from von Graefe’s 
iridectomy in that it opens up a new and artificial 
channel of drainage. A triangular conjunctival 
flap is dissected from above the cornea downward 
with its attached base toward the cornea. Super- 
ficial layers of cornea are undermined so that the 
sclera over the anterior chamber angle and a small 
margin of clear cornea are uncovered. The flap 
is laid over the cornea. A 2 mm. round trephine 
opening is made through the sclerocorneal junction 
into the anterior chamber with the excision of a 
piece of iris. The conjunctival flap is stitched into 
place, thus establishing a permanent subconjunctival 
opening into the anterior chamber through which 
the aqueous drains, as evidenced by the oedematous 
flap and lowered tension. C. A. Macuy. 


Elliot, R. H.: Some Points in Connection with the 
Operation of Sclerocorneal Trephining. 77. 
Clin. Cong. Surg. N. Am., London, 1914, July. 

By Surg., Gynec. & Obst. 


The author discussed a number of points in connec- 
tion with the operation of sclerocorneal trephining. 
His conclusions are: 

1. The vesicular type of filtering scar is wrong, 
dangerous, and unnecessary. It involves a risk 
of late infection, and must be avoided by the adop- 
tion of a correct technique, the principles of which 
are: (a) the reduction of the necessary dissection 
to a minimum, and (6) the making of thick-based 
flaps. The thickening of the base must include 
both the conjunctiva and the cornea. Under this 
treatment the objectionable type of scar is avoided 
and there is established a filtering area so wide as 
to be coterminous with the bulbar conjunctiva 
itself. 

2. The impaction of uveal tissue in the hole is 
the gravest danger attending the trephine operation. 
It may occur (a) at the time of operation, owing to 
the iris being dragged into the hole by the surgeon 
or being pushed there by pressure from behind, and 
(6) it may occur after the patient has been returned 
to bed. The pros and cons of performing an iridec- 


202 


SURGERY OF THE EYE AND EAR 


tomy as a routine step of the operation are con- 


sidered, and the author advises that a peripheral . 


buttonhole iridectomy be performed with the same 
snip that cuts the hinge of the disc. Impaction, 
due to a vis a tergo, calls for ‘‘ masterly inactivity.” 
A late prolapse of iris should be excised after raising 
the flap. 

3. The graduation of the size of the fistula 
produced can be controlled when dividing the disc 
with scissors after the trephining has been per- 
formed. The technique is given, and the broad 
indications for the necessary graduation are ex- 
plained. 

4. The plea is entered that in discussing the cases 
of late infection after trephining, care should be 
taken to consider the question in all its bearings 
so that the sense of proportion may be maintained. 


Mayo, C. H.: The Surgical Treatment of Exoph- 
thalmos. J. Am. M. Ass., 1914, lxiii, 1147. 
By Surg., Gynec. & Obst. 


Mayo states that exophthalmos of slight degree 
may occur in high degrees of myopia but extreme 
conditions are more commonly caused by growths 
of soft tissue or bony tumors in the back of the 
orbit, and rarely it may be produced by arterio- 
venous aneurism. The only constitutional disease 
causing it is exophthalmic goiter. The peculiar 
staring with widening of the palpebral fissure is 
often confused with exophthalmos. Such a con- 
dition may be caused by myocardial disease or one 
which is complicated by myocardial changes; e.g., 
chronic toxic myocarditis or advanced Bright’s 
disease. 

Graves laid particular stress upon the protrusion 
of the eye in the syndrome of symptoms accompany- 
ing the disease called by his name, and the other 
symptoms occurring without it were looked upon 
as pseudo Graves’ disease. The eye symptoms in 
hyperthyroidism are so striking in character and 
so distressing to the mind of the patient that they 
have been the occasion of much discussion. Un- 
doubtedly the condition marks a peculiar involve- 
ment of the sympathetic nervous system, and 
Jaboulay, while not the first to note this, was the 
first to operate for exophthalmic goiter by resec- 
tion of the sympathetic ganglia, a method also fre- 
quently employed by Jonnesco and Abadie. The 
operation is not difficult and it relieves the eye 
symptoms in a higher percentage of cases than does 
thyroidectomy. Its value for the general cure of 
the disease is not discussed. 

The author has employed sympathectomy with 
marked success in cases in which thyroidectomy 
failed to relieve the exophthalmos although prac- 
tically curing the other symptoms. 


Higgens, C.: Cases of Recovery from Detachment 
of the Retina. Lancet, Lond., 1914, clxxxvii, 691. 
By Surg., Gynec. & Obst. 


Higgens, reports three cases of recovery from 
detachment of the retina. At a meeting of the 


203 


Ophthalmological Society in January, 1902, he 
read notes of the recovery of such a case. Members 
of the organization expressed doubt of the per- 
manence of the case. He now republishes the case 
with a further history giving the required informa- 
tion, together with notes of two other cases. 

A woman, 27 years of age, with myopia, consulted 
him in 1892. On August 23, 1899, the case gave a 
history of sudden dimness of vision in the left eye; 
there was a large detachment of the retina below. 
The treatment consisted of recumbent position most 
of the day, and the rubbing of 10 per cent oleate of 
mercury into the temple and forehead. On August 
30th the case showed improvement. Part of the 
field that had been faulty could now distinguish 
pencils, keys, etc. In 1901 the patient complained 
of obscuration of the upper field in the right eye. 
The retina was found detached. The patient was 
ordered to lie down the greater part of the day, daily 
vapor baths were ordered, and she was instructed 
to take eleven drachms of unguentum hydrargyri 
daily and use an astringent mouth wash. This 
treatment was continued for eleven days. One 
month and twenty days after the condition was 
discovered it was noted that vision was as good as 
it had been before detachment. 

The second case was a high myopia with retina 
detachment. Mercurial inunction to temples and 
forehead was ordered. The eye was bandaged at 
night and atropine drops taken once a day. When 
seen and carefully examined years afterward the 
eye showed no sign of detachment of the retina. 

The third case had a large detachment of the 
retina in August, 1890. Atropine drops and iodide 
were given and the patient rested six hours a day 
for two months. On July 23, 1902, the field was 
full; in 1904, the vision continued to show the same 
good results. 

Higgens says that from his experience he believes 
all operative treatment is worse than useless. He 
notes that the treatment that seems to hold out the 
best is rest in the horizontal position continued for 
weeks. Measures were used to cause removal of 
fluids, such as sweating, purgatives, absorbents, and 
abstinence from fluid nourishment. The cases 
were undoubtedly cured, but he does not say whether 
the credit is given to the treatment or is merely 
coincident with it. T. J. Dimitry. 


Knorr, E. A., and Maldeis, H. J.: Report of a Case 
of Tuberculosis of the Eye. Muryland M. J., 
1914, Ixii, 253. By Surg., Gynec. & Obst. 

The disease occurred in a male 32 years of age. 

The right eye was the affected one with no signs of 

disease in the left. An exudate protruded into the 

aqueous humor which prevented an inspection of the 
fundus. Subcutaneous injections of old tuberculin, 

1:1000 mg. gave slight reaction. The eye was 

enucleated and the author presents a complete 

pathological report. 
Microscopical examination demonstrated dis- 
seminated miliary tuberculosis apparently begin- 
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ning in the ciliary processes or the iris. The choroid 
showed miliary tubercles scattered through this 
membrane. 

The authors review the literature on this subject 
under the three groups as clinically observed: 
(1) miliary tuberculosis; (2) recurrent hemorrhages 
of the retina and vitreous followed by proliferation 
in the retina; (3) toxic tuberculosis. 

Gustavus I. Hocvue. 


Bell, G. H.: A Case of Tuberculosis of the Sclera 
of Probable Primary Origin. Med. Rec., 1914, 
Ixxxvi, 455. By Surg., Gynec. & Obst. 


The author reports a case of tuberculosis of the 
sclera of probable primary origin in a white patient, 
aged 20, whose history, general examination, 
and tuberculin tests proved the absence of tuber- 
culosis elsewhere in the body. 

The treatment, consisting of tuberculin bacillen 
emulsion (‘‘B.E.”’), varying in doses from .oo004 
gm. to .o6 gm. given every fourth day and ex- 
tending over a period of seven months, reduced the 
inflammation of the sclera with nodules and corneal 
involvement, leaving no indication of disease except 
some scars on the cornea and scleral pigmentation. 
Vision with correction, when treatment commenced 
was O.D. 20/15; O.S. 20/30; and when discharged 
was O.D. 20/15 with plus .50 axis 105°; O.S. 20/20 
with minus .50 and plus 1.50 axis 90°. 

C. A. Macny. 


Fisher, C.: Choice of Methods in the Removal of 
the Eyeball. Tr. Northwest. Railway Surg. Ass., 
Chicago, 1914, Dec. By Surg., Gynec. & Obst. 


There is a choice of four operations in the removal 
of the eyeball: (1) simple enucleation, (2) enuclea- 
tion with the insertion of fat, paraffin, glass balls 
or gold balls in Tenon’s capsule, (3) evisceration, (4) 
evisceration with insertion of a glass ballin the scleral 
cup. The use of fat and paraffin protheses as well 
as the insertion of a glass ball in the scleral cup are 
not recommended. Simple enucleation without su- 
ture is very desirable save for faulty cosmetic effect, 
which may be remedied by the insertion of a glass 
ball. This method is best for tumors of the globe, 
painful, blind, or shrunken eyes, tuberculosis, pan- 
ophthalmitis with much orbital cellulitis, badly 
lacerated globes, and especially—for the surgeon’s 
protection—in the prevention or cure of incipient 
sympathetic ophthalmitis. 

In all other cases evisceration is strongly recom- 
mended because of the superior cosmetic result. 
There is no proof of the stump causing sympathetic 
ophthalmitis in cases where the uveal tract is 
thoroughly removed. There is much unfounded 
prejudice against this operation. 

Local anesthesia may, as a rule, be used in enucle- 
ations; occasionally in eviscerations. 
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Dabney, V.: Vaccine Therapy in Ear Disease; 
Further Contribution to the Study of the Sub- 
ject. Laryngoscope, 1914, xxiv, 866. 

By Surg., Gynec. & Obst. 


The author regards vaccine therapy as an ad- 
ditional measure only, and believes it should never 
be undertaken to the exclusion of any and all the 
usual precautions. Success depends much on the 
culturing and preparation of the vaccine, and the 
method of its administration. He uses vaccines 
in acute cases also but waits from five to seven 
days. This delay (1) allows the discharge to give 
some intimation of its virulency, indicating the use 
or non-use of vaccine; (2) increases the chance of the 
vaccine acting beneficially ,it being well known that 
a vaccine acts better after this pause than if given 
earlier before nature has well organized its phagocy- 
tic defense. 

The following organisms and adult dose are given: 

Staphylococcus pyogenes aureus and albus, 250 
million. 

Streptococcus pyogenes, 25 million. 

Bacillus of proteus type, 30 million. 

Baciilus of pseudodiphtheriae, 40 million. 

Injections are repeated every 3 to 4 days and in- 
creased one-third depending on the reaction and the 
progress of the disease. Nephrit's, diabetes, tuber- 
culosis, and severe constitutional depletion are 
contra-indications. It is wise to give an additional 
dose after apparent recovery. 

For furunculosis of the canal the author regards 
vaccines as a specific, unless due to diabetes, lues, 
or tuberculosis. 

In commending this therapy the author states 
that he has no illusions on the subject and that 
there is no royal road to cure for afflicted ears; it 
should not be used except with the other means of 
treatment employed by the experienced physician. 

In an appended table the author tabulates 36 
cases of furunculosis, all cured; 22 cases of chronic 
suppurative otitis media with 7 cured, 5 improved, 
and 10 unchanged (2 diabetics) ; 23 cases of subacute 
suppurative otitis media with 18 cured, o improved, 
and 5 unchanged; 15 mastoid sinus cases with 9 
cured, 4 improved, and 2 unchanged (2 diabetics). 

Orto M. Rorrt. 


Lougee, J. L.: End-Results Following the Yan- 
kauer Operation on the Eustachian Tube. 

J. Am. M. Ass., 1914, Ixiii, 1576. 
By Surg., Gynec. & Obst. 


Following curettage of the eustachian tube in 
twenty-five cases with histories of discharge from 
the ear for from two to thirty-five years, in but one 
case did the tube remain permanently closed with 
the ear dry. ELLEN J. PATTERSON. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Thompson, J. A.: An Uncommon Case of Nasal 
Hemorrhage. Laryngoscope, 1914, xxiv, 880. 
By Surg., Gynec. & Obst. 


The sites of the hemorrhage in this case were 
(1) from the angiomatous tissue of the right inferior 
turbinate; and (2) from a superficial ulceration low 
down on the right side of the septum. 

Thetwo unusual features were: (1) the hemorrhage 
from the angioma could be controlled only by the 
complete removal of the tumor; (2) the performing 
of a submucous resection purely for the cure of 
hemorrhage from the septal ulceration. 

Orro M. Rorr. 


Fein, J.: Paraffin Injection in Saddle Nose and 
Ozzena (Die Paraffineinspritzungen bei Sattelnasen 
und bei Ozena). Wien. med. Wchnschr., 1914, lxiv, 
929. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Congenital saddie nose or that acquired from 
constitutional causes, such as ozena and hereditary 
syphilis, is well adapted to treatment by injection 
of cold paraffin. 

Cases of saddle nose with adherent, resistant skin 
scars or those in which the bony framework has 
been destroyed by trauma or necrosis are not 
adapted to this treatment. In these the surgical 
method of implantation is to be preferred. 

The dangers of injection are reduced toa minimum 
by the use of correct technique. The injection is 
best given just below the tip of the nose in the 
septum membranaceum, because the skin there is 
very elastic and the opening made by the injection 
closes immediately. Injection should not be made 
from the side of the nose. If the needle is inserted 
just at the midline there is no danger of injuring 
vessels. Care should be taken also to make the 
injection subcutaneous, for if the needle goes deeper 
it passes under an aponeurosis, which pushes the 
paraffin aside. Anesthesia is both unnecessary 
and undesirable, because the pain caused by the 
injection is slight and the form of the nose is changed 
by the infiltration. Symptoms of inflammation, 
which occasionally appear, should be treated by cold 
compresses. Displacement of the paraffin is best 
prevented by pressing the skin firmly against the 
bone during the injection; this also practically 
excludes the danger of embolism. The results are 
very durable. 

Paraffin injection is to be recommended in 
ozena. The deposit is made in the lower muscle, 
the anterior part of the middle muscle, the floor of 
the nose, and the septum. It is best carried out 
under local anesthesia with 10 to 20 per cent 


cocaine. Noses with a thin, easily torn mucous 
membrane are not adapted to this treatment. The 
injection can be made only when the mucous mem- 
brane is tolerably thick and somewhat succulent, 
but in unfavorable cases an attempt can be made, 
by irrigation or by painting with iodine glycerine, 
to make the mucous membrane softer and more 
elastic and so better suited for the injection. 


THROAT 


Biedert, C. C.: Affections of the Lingual Tonsil and 
Their Treatment. Laryngoscope, 1914, xxiv, 885. 
By Surg., Gynec. & Obst. 


The affections of the lingual tonsil mentioned 
by the author are: simple inflammation and hyper- 
trophy; lingual varix; tuberculosis; syphilis; malig- 
nant disease; mycosis pharyngeus; various benign 
tumors. 

Lingual varix is of frequent occurrence and gives 
rise to an irritative cough and later hemoptosis from 
rupture of one of the vessels. 

Simple hypertrophy gives rise to a dry, hacking, 
unproductive cough, which is worse at night or 
when the patient lies down. In other cases there 
will be no cough but the patient will complain of a 
sense of fullness in the throat or of a sensation of a 
lump in the throat which can neither be swallowed 
nor brought up—the so-called globus hystericus. 
Others complain of a tickling, prickling, or burning 
sensation in the throat. 

For simple hypertrophy the author applies the 
glycerole of iodine solution—iodine 1 part, potassium 
iodide 2 parts, and glycerine 3 parts—every second 
day for three or four applications. If this is un- 
successful the cautery is recommended or the lin- 
gual tonsillotome. Varix is treated in the same 
way. Mycosis is treated by application of AGNOs, 
60 gr. to 1 Oz. Otto M. Rorrt. 


Schmiegelow, E.: Operative Treatment of Intra- 
laryngeal Cancer (Resultaterne af den operative 
Behandling—Laryngofissur—af den intralaryngeale 
Cancer). Hosp.-Tid., Kjgbenh., 1914, lvii, 1225. 

By Surg., Gynec. & Obst 
Schmiegelow’s report on 66 operative cases of 
cancer of the larynx was presented at the Clinical 

Congress of Surgeons held in London last July. 

He emphasizes that in by far the greater number 

of cases the cancer started in the vocal cords, and 

that cancer originating in this location is more 
readily and completely eradicated, because it 
induces hoarseness almost from the start and is thus 
detected early; besides, the growth is very slow. 
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The prognosis in cancer of the larynx is generally 
grave, but an exception is found in the pedunculated 
adenocarcinomata growing from the superior aditus 
laryngis. 

Among the author’s 66 cases of laryngeal cancer, 
5 were removed through the mouth, and 4 of these 
succumbed to recurrence; death resulted in all the 
8 cases treated by tracheotomy, in the one case 
treated by subhyoid pharyngotomy, in the 4 by 
partial resection, and in all but one of the 9 by 
total resection. Of the 33 cases in which the cancer 
was removed by thyrotomy, 18 were cured, 5 suc- 
cumbed to pneumonia, and 1o to recurrence. The 
interval since the operation has been from 10 to 
18 years in 4 cases, from 3 to g years in 9 cases, and 
2 years in the others. ‘Two of the patients died: 
one from cancer in the rectum and one from cancer 
in the stomach 8 and 18 years after the operation; 
at the necropsy the larynx was found clinically 
normal. He compares these results with those 
reported by Semon, 24 cases; Chiari, 29; and Thom- 
son, 10o—a total of 96 cases of thyrotomy for laryn- 
geal cancer, with 61 surviving for more than a year, 
that is, over 63 per cent; 9 did not long survive the 
operation and 25 died of recurrence. A. Goss. 


Theisen, C. F., and Fromm, N. K.: The Use of 
Normal Horse Serum for the Prevention of 
Hemorrhage in Nose and Throat Operations. 
Albany M. Ann., 1914, XXxv, 550. 

By Surg., Gynec. & Obst. 


The authors report their results with the use 
of blood serum before operating in a series of eight 
cases in which, from the history obtained, an un- 
usual amount of bleeding was expected, but in 
which there was practically no bleeding after opera- 
tion. The coagulation time of the blood was 
determined before and after injection of the serum 
and in every case there was a decrease in the coagu- 
lation time as follows: 

1. Male, age 27. Coagulation time before in- 
jection was 4 minutes. Ten ccm. of serum was 
injected fifteen hours before operation. The coag- 
ulation time after the injection was 3 minutes. 

2. Female, age 9. Coagulation time before in- 
jection was 5.5 minutes; after the injection of 
tro ccm. of serum the coagulation time was 4.25 
minutes. 

3. Female, age 9. The coagulation time 
reduced from 4 to 3.5 minutes. 

4. Female, age 10. The coagulation time was 
reduced from 4 to 3.5 minutes. 


was 


5. Male, age 9. The coagulation time was 
reduced from 4.75 to 3.5 minutes. 

6. Male, age 7. The coagulation time was 
reduced from 5.5 to 4.75 minutes. 

7. Male, age 20. The coagulation time was 
reduced from 7.25 to 6 minutes. 

8. Male, age 9. The coagulation time was 


reduced from 6.5 to 4.75 minutes. 
In the last two cases 15 ccm. of serum was in- 
jected. Thus the average coagulation time of these 
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8 cases was reduced from 5.18 minutes to 4.12 
minutes. 

The authors reach the following conclusions: 

1. Considering the comparative safety in the use 
of the serum, and the great lessening of the danger 
of post-operative hemorrhage, it should be used 
whenever an operation must be undertaken in a 
subject of the hemorrhagic or hemophiliac diathesis. 

2. Whenit is used in such cases prior to operation, 
the operator leaves his patients with a feeling of 
much greater security and with the probable 
assurance that he will not be summarily called to 
the hospital to deal with an alarming hemorrhage. 

3. Judging by a search of the literature, the 
much heralded danger of anaphylaxis is practically 
nil when, as in the authors’ cases, only one injection 
of serum is necessary. Orto M. Rott. 


MOUTH 


Greig, D. M.: Primary Hypertrophy of the 
Gums; Reduplication of the Lip. Edinb. M. J., 
1914, xiii, 317. By Surg., Gynec. & Obst. 

The author reports three cases seen by him in a 
general surgical practice and he concludes that the 
disease is more frequent than his observations seem 
to show. 

It is characterized by hyperplasia of the gums, 
which are apparently normal, the crowns of the teeth 
more or less embedded in the symmetrical and 
bilateral overgrowth which was more marked in the 
lower than in the upper jaw. 

The gum tissue was firm, not tender, and had no 
undue tendency to bleed. The patients all sought 
relief from the deformity alone; two were adults, 
a man and a woman, the other was a child. The 
growth is not of the character of a nevus; neither 
is it allied to the spongy gums of scurvy or to the 
local manifestation of constitutional disease. It is 
also distinct from the gums seen in pyorrhcea 
alveolaris and calcific inflammation. 

The author thinks it a true congenital hyper- 
trophy although it may not manifest itself until 
the eruption of the teeth takes place. 

It must not be confounded with myeloma, or 
unilateral hypertrophy which may be general or 
localized. ‘The treatment was simple and curative; 
viz., under an anesthetic a knife was firmly drawn 
along the gum at its proper level and the strip so 
marked off was removed from both jaws. The 
wounds healed readily and there was no recurrence. 
The author briefly reviews cases reported. He has 
examined three casts in the Edinburgh Dental 
Hospital which are representative of this condition, 
but in the cases reported there is some doubt, in 
some of them at least, as to whether they were 
primary hypertrophy or not. 

Greig describes what he believes to be a rare 
disease, an overgrowth of seemingly normal gum 
tissue in which to a greater or less extent the teeth 
are buried. It leads to no increase; the relationship 
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of gums to the teeth remains in the same proportion. 
Removal of the gum tissue is not followed by re- 
generation; the gums are of normal firmness and 
color, and the patients have no other abnormality 
with which such a condition could be in etiological 
affinity. The author also reports three cases of 
reduplication of the lips which on account of the 
deformity or interference with artificial teeth renders 
surgical relief desirable. 

The abnormality is a reduplication of the mucus 
of the upper lip and may be as large as the lip itself, 
and may be visable only upon talking. This con- 
dition is not to be confounded with a hyperplasia 
caused by an ill-fitting denture. Operation is 
satisfactory, the portion to be removed being marked 
off while the lip is at rest. H. A. Ports. 


Levy, M.: Radium Therapy in Dentistry (Radium- 
therapie in der Zahnheilkunde). Strahientherap., 
1914, iv, 123. By Surg., Gynec. & Obst. 

Radium treatment in dentistry may be applied 
in two ways: either by local applications of solid 
radium salts or by local or internal applications of 
emanations. Malignant tumors of the mucous 
membrane of the mouth are quite frequently re- 
fractory or may even grow worse. Good results 
are sometimes obtained in inflammatory processes 
of the mucous membrane of the mouth and jaw, 
in pyorrhoea alveolaris, acute and chronic pulpitis, 
as an analgesic insensitive dentine, and also in epulis, 
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leucoplakia, aphthous stomatitis, and desquamation 
of the mucous membrane. 

The author has given short irradiations with 
tubes and longer irradiations with radium com- 
presses. He has had good results with these in 
local inflammatory processes, marginal gingivitis, 
stomatitis, epulis, ulcers, and leucoplakia of the 
tongue, less favorable ones in pyorrhoea alveolaris. 
In the latter condition the emanation treatment is 
best, because of its stronger bactericidal effect and 
its specific effect on the body ferments. Radium 
emanations as weil as thorium emanations in the 
form of thorium-X can be used. It is used in the 
form of douches, which produce hyperemia of the 
mucous membrane and also activation of the saliva. 
Treatment may also be given in the form of irri- 
gations, injections, insertion of radium carriers 
in the pockets of the gums, and massage with radium 
paste. These methods have given very satisfactory 
results in psoriasis of the mucous membrane, gingivi- 
tis, stomatitis, pyorrhoea alveolaris, leucoplakia of 
the mouth, fistula of the teeth, acute suppuration 
following infection, and infected extraction wounds. 
Pyorrhoea alveolaris is very frequently the result of 
a constitutional process. 

Levy calls especial attention to the fact that a 
latent gout can often be demonstrated by uric acid 
examination of the blood; therefore a drink or in- 
halation treatment with emanations is recommended 
with general treatment. A. Goss. 
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